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FOREWORD 


Several events have joined to bring psychiatric nursing closer to its rightful 
place in psychiatry. The notable advances of the past few years in psy- 
chiatry, with the wide use of new therapies, have reemphasized the need 
for good nursing, as have the demands of an increasingly enlightened public 
for prompt and adequate psychiatric treatment. 

Recent comprehensive studies have also served to bring out the important 
role of the psychiatric nurse. Hitherto there has been much talk of the 
psychiatric team. Starting with the organization some years ago of child 
guidance clinics and further developed by military psychiatry in World 
War II, the psychiatric team has made its contributions to the active 
treatment and rehabilitation of the mentally ill. But in general the concept 
of the treatment team did not include the psychiatric nurse. Indeed, a few 
years ago a report of-a large-scale survey of the utilization of the psychiatric 
team in about 400 mental hospitals and institutions made no mention of the 
psychiatric nurse. 

Despite the fact that the psychiatric nurse is a highly trained specialist, 
even the psychiatrist has often failed to utilize her skills. In general her role 
has been a subordinate one in the total treatment plan. Many people do not 
yet realize that her expert training and skills provide unique opportunities 
for therapy. Not until the cry for treatment instead of custody drew atten- 
tion to the organization of mental hospitals were the potentialities of the 
psychiatric nurse in the treatment role considered. Large-scale studies of 
mental hospitals, supported at first mainly by the Russell Sage Foundation, 
were instituted, and the whole hospital was studied, with special focus on 
the ward as the largest single influence on the patients’ welfare. These 
studies, which included problems of social structure and interaction proc- 
esses on the ward, showed that difficulties in communication, not only be- 
tween staff and patients but also between the various hierarchies of staff, 


tended to affect adversely the management of the patients’ treatment. Al- 
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though nurses in the past have given good service in many psychiatric in- 
stitutions, this Argus-eyed scrutiny of the hospital has clearly demonstrated 
the nurse's qualifications and useful role and has brought them into more 
general acceptance. 

The earliest full-scale report of such studies, “The Mental Hospital,” by 
Stanton and Schwartz, was followed a year or two later by “The Nurse and 
the Mental Patient,” by Schwartz and Shockley. These and other reports, 
including a detailed study by Tudor, examined the role of the nurse and 
showed that the nurse could establish a positive relationship with the 
patient, could interact therapeutically, and could bring even severely with- 
drawn patients back into some contact with the hospital community. Among 
similar studies made in Great Britain was that of Maxwell Jones, whose 
book, “The Therapeutic Community,” was dedicated to “The Nursing 
Staff who have formed a framework around which our therapeutic com- 
munities have been built.” 

These sociologically oriented studies served to reevaluate the role of the 
psychiatric nurse, so that belatedly she is taking her place on the psychiatric 
team with those who have long been members. With the psychiatrist, the 
Psychologist, or the Psychiatric social worker the patient may have a “fifty- 
minute hour”; but with the nursing staff he has a twenty-four-hour-a-day 
relationship. The nurse’s close association with and detailed knowledge 
about the patient differ greatly from those of other team members and 
must at times deeply affect the patient for good or bad. Not long ago a 
psychiatrist noted that reports of so-called spontaneous recoveries in schizo- 
phrenia often fail to give credit to the hospital nurse to whose diligent 
efforts the recovery was actually due. Invariably the patient’s answer to the 
inquiry, “What started you on the road to recovery?” was “Miss X was 
kind to me.” The nurse is the person most available to the patient as the 
recipient of some kind of an interpersonal relationship, and this often 
constitutes his very first step toward recovery. 

Many advances in psychiatry have contributed to a change in the nurse’s 
role. These include the many types of group psychotherapy; the wider 
utilization of both individual and group psychotherapy in community 
clinics and outpatient departments; and the development of day hospitals 
and night hospitals. The modern Psychiatric nurse needs to utilize these 
new developments; therefore the necessity for a comprehensive book that 
will explain the new concepts, some of them still controversial. 

The second edition of Marion Kalkman’s book, “Introduction to Psy- 
chiatric Nursing,” which has been greatly enlarged and rewritten, meets 
this need. A detailed presentation of normal personality development as 
well as an explanation of mental mechanisms, symptom formation, and 
the mental disorders allows the author, in discussing the treatment of the 
psychiatric patient, to slant her discussion always toward the specific skills 
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and functions of the nurse. The physiologic therapies are well described, 
with emphasis on clinical aspects of psychiatric nursing. Especially helpful 
to the novice is the discussion of psychotherapy, in which the various roles 
of the psychiatrist, psychiatric nurse, clinical psychologist, and psychiatric 
social worker are carefully delineated. The author's description of nurse- 
patient relationship treatment illustrates well all the newer ideas concern- 
ing the psychiatric nurse’s functions, and it serves as a practical guide to 
the understanding and use of this type of care. 

The book makes an excellent introduction to psychiatric nursing because 
it is not just a manual of techniques. In language readily understandable 
and yet in detail adequate for the professional novice, it presents an excel- 
lent summary of pertinent psychiatric knowledge. It is especially well 
Suited as a textbook for beginners. The careful presentation of the material 
reflects the author’s excellent qualifications, based on her years of experience 
in teaching and in administration at both undergraduate and graduate levels 
of instruction in university medical centers in various parts of the country. 
This book can be read profitably not only by the beginning psychiatric 
nurse but also by the psychiatrist and all others who work with psychiatric 


patients. 


KARL M. BOWMAN, M.D. 
Professor of Psychiatry Emeritus 
University of California 

School of Medicine 


PREFACE 


Profound changes have occurred in psychiatry and psychiatric nursing since 
the first edition of this book was published in 1950. An extensive revision 
of this textbook has been necessary in order to orient the beginner in 
psychiatric nursing to newer trends in psychiatry. An attempt has also 
been made to help her acquire those psychiatric nursing techniques which 
psychiatrists are beginning to demand of her now and which will be in- 
creasingly required of her in the future. 

Some of the major trends in psychiatry which have affected psychiatric 
nursing profoundly include the movement away from descriptive psychiatry 
to dynamic psychiatry, and the increased stress on the importance of inter- 
personal relationships in the etiology and treatment of mental disorders. The 
utilization of a whole group of new drugs has made many well-established 
psychiatric treatments obsolete and has radically changed concepts of the 
institutional care of mental patients. Other important trends include the 
rapid rise of group therapy methods and the growing recognition of the 
importance of the nurse as a therapeutic agent. With these new trends in 
mind, in this edition the chapters on growth and development of the per- 
sonality have been expanded. This has been done in order to include ma- 
terial which is not easily accessible to a beginner in the field and to relate 
this knowledge to the field of nursing. When such information becomes 
meaningful to a nurse, it helps her to understand herself and to improve 
her effectiveness in meeting her patient’s psychological needs. 

A chapter on the more salient concepts of dynamic psychiatry and one 
on the scope of the field of psychiatry have been included because it has 
been the experience of the author that newcomers in psychiatric nursing 
need this information to give them a frame of reference which they can 
later fill in with additional reading. The chapters on treatment have been 
greatly expanded, placing particular emphasis on the participation of the 


nurse in the total treatment plan. Since recent literature has stressed the 
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importance of nurse-patient relationship therapy, and since relatively little 
has been written to describe the actual technique, a detailed account of 
this method has been included, as well as an example of a nurse-patient 
relationship study. The chapter on suicide has been expanded, and a new 
chapter on acquiring further skill in psychiatric nursing has been added. 

I should like to acknowledge permission given by the publishers to quote 
from the following articles and books: Yale University Press, “Ourselves 
Unborn,” by George W. Corner; W. W. Norton & Company, Inc., “Trauma, 
Growth, and Personality,” by Phyllis Greenacre; Psychiatric Quarterly, 
Search for the Beloved, by Nandor Fodor; Journal of Social Issues, Value 
Interiorization and Personality Development, by D. R. Miller and M. L. 
Hutt; Basic Books, Inc., “Sex in Psychoanalysis,” by Sandor Ferenczi; 
William Morrow & Company, Inc., “Male and Female,” by Margaret 
Mead; University of Chicago Press, Principles of Psychiatric Treatment, 
by Maurice Levine, in “Dynamic Psychiatry,” edited by Franz Alexander 
and Helen Ross. Grateful acknowledgment is also due to students and 
colleagues at the University of California Medical Center, who helped me 
to formulate many of these concepts, and to Betty Herkimer, Marjorie 
Amos, and Salmonica Olandag, who typed the manuscript. 


MARION E. KALKMAN 
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l Introduction 


Scope of Psychiatric Nursing 


Psychiatric nursing or mental nursing, as this branch of nursing is 
designated in the United States, or psychological nursing, as it is called in 
Great Britain, is not a newcomer in the field of nursing, but only within 
the past quarter of a century have the nursing profession, the medical 
profession, and the public become aware of it as a very important part 
of nursing. Every nurse who performs the simplest nursing duty gives her 
patient some psychiatric nursing care whether she is aware of it or not. Let 
us take, for example, the giving of a medication. What is important in the 
nurse’s role includes not only her knowledge of the properties of the drug 
and how to measure the correct dosage, but also what she says to the patient 
when she gives the medication, how she says it, and how the patient reacts 


to her. 
Psychiatric nursing makes a nurse aware of what she is doing to a 


patient psychologically. It teaches her how to observe her patient. It pro- 


vides her with techniques for meeting the patient’s psychological needs and 


managing the nurse-patient relationship. The nurse learns to use selectively 
those techniques which are beneficial to her patient. Too long have nurses 
muddled through their personal contacts with their patients without really 
knowing how to deal with the psychological problems that arise. 


Need for Psychiatric Nursing 


Many nurses have been slow to undertake psychiatric nursing because 
they have the impression that psychiatry is concerned with the care and 
treatment of psychotic patients only. This is far from true. Most psychiatric 
patients fall into two groups: psychoneurotic patients and patients with 
psychosomatic conditions. In addition to these psychiatric conditions, so 
Called because the psychological factors seem to be of primary importance, 
there are the great number of medical and surgical conditions in which 
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psychological factors complicate the physical disease, contribute to its 
severity, run concomitantly with it, or are its sequelae. It has been estimated 
that 50 per cent of patients seen in general practice suffer from some form 
of mental illness and 30 per cent of hospitalized general medical and 
surgical cases are more or less neurotic [2]. 


with neurotic 
difficulties 


GENERAL MEDICAL AND 
SURGICAL DISORDERS 
45% 


PSYCHIATRIC 
DISORDERS 
55 % 


Medical and surgical 

without neurotic 
difficulties 

30% 


Fic. 1. Percentage of psychiatric problems in hospitalized patients in 
the United States. 


Every medical or surgical condition is accompanied by some emotional 
problem. The very fact of being ill is itself an abnormal condition that 
brings many Psychological problems. Illness is first of all a direct threat to 
our most basic instinct, survival, There are also anxieties over the cost of 
illness, loss of income or the job itself, limitation of social contacts, fear 
of pain or hospital routine and procedures, and the arousal of emotional 
conflicts, to mention only a few problems. 

The nurse, who spends more time with the patient than anyone else, 
cannot afford to ignore this aspect of his illness. Often patients suffer more 
from their psychological problems than from actual physical pain. Because 
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of the intimate relationship of the body and the mind, it is difficult for 
anything to affect the body without affecting the mind. Although the terms 
physical disease and mental disease are in general use in medicine, this 
division creates an artificial distinction. Into the former group fall those 
conditions in which the physical symptoms dominate the clinical picture, 
and into the latter group fall those conditions in which psychopathological 
symptoms predominate. Therefore, the nurse who wishes to understand the 
Psychological factors in nursing will find it easier to learn psychiatric nurs- 
ing from patients with psychiatric disorders, in whom the psychopathologi- 
cal symptoms are vivid and easily recognizable. The broad principles of 
psychiatric nursing can then be applied to patients with medical, surgical, 
obstetrical, orthopedic, pediatric, and psychosomatic conditions, as well as 
ot suffering from psychoses, psychoneuroses, and personality dis- 
orders, 


Fears Relating to Psychiatric Nursing 


Psychiatric nursing can be an adventure for the newcomer to the field. 
Like every adventure, it has the exciting flavor of novelty, a flavor com- 
pounded of curiosity about what psychiatric patients are like and expecta- 
tion of experiences different from those encountered in other nursing 
situations. However, this feeling of adventure is, for most new psychiatric 
nurses, also tinged with fear. The nurse’s fear is partly due to ideas and 
prejudices that are acquired about mental illness during the course of one’s 
life and partly to the very real fear of how one will respond to mental 
patients. It may be reassuring to the nurse beginning her psychiatric experi- 
ence to know that everyone entering one of the professional fields related 
to psychiatry has these same feelings to some degree, be he a new psychi- 
atrist, social worker, psychologist, nurse, or aide. Another aspect of the 
novice’s fear of psychiatric nursing is the insecurity she feels because of 
her lack of knowledge about the emotional aspects of life and her un- 
familiarity with psychiatric symptomatology. As her knowledge increases, 
this insecurity gradually wears off. Other elements in the feeling of fear 
are very personal and individual reactions related to the nurse’s own 
problems and conflicts. These are different for each individual. Each nurse 
must work toward a better understanding of herself as she progresses in 
her professional work. Some suggestions for working through these prob- 


lems will be discussed later in this book. 


Common Misconceptions 


1 some of the misconceptions about psychi- 


Perhaps the best way to dispe 
to discuss some of the ideas people com- 


atry and psychiatric nursing is 
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monly hold about psychiatric patients. Let us begin with one of the most 
widespread ideas, namely, that psychiatric patients are different from other 
people. Many people feel that when someone whom they know well be- 
comes mentally ill, a mysterious change takes place which makes him an 
entirely different person. Sometimes they behave toward the mentally ill 
person as though they thought he had lost his intelligence and understand- 
ing. Some even talk in loud tones as if he had become deaf. Others act as 
though he no longer appreciated love and attention, or as though his 
physical and emotional needs were not the same as those of healthy 
persons. Of course, this is not true. The mentally ill person responds to 
the same physical and psychological needs as others do. The only difference 
is that he sometimes has strange ways of expressing his needs. He responds 
to the same psychological laws and uses the same techniques for solving 
his difficulties as those who are not regarded as mentally ill. 

Allied to the idea that the mentally ill are essentially different from other 
people is the idea that psychiatric illness is different from physical illness. 
The psychiatric disorders are as much a part of medicine as are infectious 
diseases or broken bones, but it is very difficult for many people to consider 
them so. This may be due to the fact that psychiatric disorders usually have 
such a gradual onset that relatives and friends may be the last to recognize 
that the person is mentally ill. Typically, members of the family will say, 
“Why, John’s always been like that.” Another factor that makes it difficult 
to accept mental illness as a real illness is that it frequently manifests itself 
in some type of behavior rather than in a bodily symptom. A person who 
develops a fever or a rash is easier to recognize as being ill than a person 
who accuses another of talking about him. Moreover, such an accusation 
is likely to be met with some anger, which makes it difficult to be sympa- 
thetic toward the offender and to be able to recognize that he is a sick 
person in need of medical treatment. However, both the fever and the 
irrational accusation are symptoms of disease—the one, a physical disease, 
the other, a psychiatric disorder. Moreover, all physical illnesses have some 
psychological symptoms accompanying them, and psychiatric illnesses affect 
the functioning of the body. In reality, there can be no separation of disease 
into purely physical or psychological symptoms. All disorders have ele- 
ments of both. 

Another commonly held idea is that psychiatric patients do not get well. 
With the exception of suicide and of a few very rare psychoses associated 
with a degenerative process of the nervous system, patients do not die from 
psychiatric disorders, There are some psychiatric disorders, particularly 
manic-depressive psychosis, in which the patient may have one or more 
attacks during a lifetime and be perfectly well at all other times. Most 
psychiatric disorders respond favorably to modern methods of treatment, 


especially if treated adequately during the first year of illness. But even 
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patients who have been hospitalized for many years not infrequently sur- 
prise their doctors, nurses, and family by making a complete recovery. 
Other psychiatric disorders do not endanger the patient’s life but leave him 
functioning on a somewhat lower level of efficiency. The prognosis for 
many medical and surgical conditions is not so hopeful as that of most 
psychiatric illnesses. Psychiatric disorders, like certain medical conditions, 
such as tuberculosis, heart conditions, etc., often require a relatively long 
period of treatment. In psychiatric disorders also, treatment is often 
measured in months and even years, rather than in days and weeks. This 
fact, too, has doubtless contributed to the notion that mental illness is 
incurable. 

A fallacious idea which is particularly disturbing to the newcomer to a 
psychiatric profession is that if one works with psychiatric patients one is 
liable to become “queer” oneself. It takes an emotionally mature person to 
work with psychiatric patients. Newcomers in the field find that they de- 
velop increased sensitivity to their own emotional reactions and those of 
their patients, and greater understanding of the dynamics of interpersonal 
relationships. Consequently, their own personalities develop and mature 
in many ways. Psychiatric nursing helps the nurse to learn better ways 
of handling her own emotional problems as well as those of the patients. 
She also becomes more aware of her own needs as a person. This often 
results in healthier personal mental outlook than she possessed previous to 
her psychiatric nursing experience. 

Another mistaken idea is that more people are becoming mentally ill 
than in the past. There is a good deal more publicity about mental illness 
and the need for more psychiatric facilities than there used to be, but 
statistics show that there has been no appreciable increase of mental illness 
in terms of the number of cases per thousand population [1]. The urgent 
demand for more psychiatric hospital beds and more psychiatrically trained 
personnel is due to the backlog of untreated cases for whom psychiatric 
care is now being sought. Other factors include population growth and a 
public education program which advocates early treatment of psychiatric 
conditions. Although it is true that mental illness is the No. 1 health prob- 
lem of the country and although there has been a tremendous increase in 
the demand for psychiatric facilities, it is probably only the publicity re- 


garding these needs that has given some people the mistaken impression 


of an increase in the incidence of mental disorders. 
s are violent and dangerous 


The misconception that psychiatric patient c 
often makes new nurses fearful of working with them. Violence is thought 
of by some people in terms of noisiness, impulsiveness, and combativeness. 
Others fear sexual advances from patients. There are many types of psychi- 
atric disorders and many different kinds of people who develop them, but 
violent Behavior is not commonly seen. The great majority of patients show 
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less violent behavior than will be found in a group of so-called normal 
people in a community. In the accounts of violence reported in the news- 
papers it is rare to find a psychiatric patient involved. In psychiatric dis- 
orders, the opposite difficulty is more usual. Many psychiatric patients are 
content to live in a quiet little dream world of their own. One of the most 
important functions of the psychiatric nurse is to try to get the withdrawn 
patient to take a greater interest in life. 

The belief that mental illness is a punishment for transgression is one 
that has been prevalent for centuries past and still persists in the minds of 
many people today. The idea that mental illness occurs primarily among 
the lower social classes and the economically deprived is also still prevalent, 
as well as the idea that it is due to poor heredity and is associated with 
feeblemindedness. Many new psychiatric nurses are surprised to find that 
often psychiatric patients are young and physically healthy, come from 
“good” homes, are well educated, and were very successful in their chosen 
professions. Other beliefs, which appear on the surface to be more reason- 
able but are equally mistaken, are that psychiatric illness results from some 
derangement of the brain or nervous system, the so-called “nervous break- 
down,” or that the illness was brought on by overwork. None of these be- 
liefs have any basis in fact, Although the specific, definitive causes of most 
psychiatric conditions have not yet been determined (as is also true for 
many so-called physical diseases), modern psychiatric thought has isolated 
some factors which play important roles in the causation of psychiatric 


disorders. Some of these causative factors will be discussed in subsequent 
chapters. 


One of the reasons so many str. 


; ange ideas exist about psychiatric patients 
is that most of us really know s 


: o little about ourselves and our own emo- 
tional life. Consequently, as nurses, we are ill prepared to understand or 
help anyone else who is having difficulty in this area. This situation is 
analogous to attempting to care for an acutely ill surgical patient on the 
basis of no more information about the functioning of the human body 
than has been picked up from family and friends. Before it is possible to 
nurse a medical or surgical patient intelligently and capably, it is necessary 
to acquire some scientific information about the body and how it functions. 
Likewise, in order to do good psychiatric nursing, the nurse must learn 
some of the concepts of modern psychiatry regarding the human mind, of 
psyche, and personality growth and development. 
In order to understand physical diseases the nurse studies anatomy and 
physiology, which deal with the Structure and functioning of all human 
beings, healthy or ill. The difference between a healthy person and a sick 
person is that in the sick one something has gone wrong with this structure 
or functioning. Therefore, it is necessary to learn about the normal de- 
velopment and functioning of the organs of the body, and then to under- 
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stand in what ways these organs are affected in illness by a disturbance of 
the normal pattern of growth and development or by injury due to trauma 
or disease. In some of the other physical illnesses, the organ itself appears 
normal but does not function as efficiently as it should. 

The same situation holds true for psychiatric disorders. Some are due to 
disturbances of the process of normal growth and development of the 
personality; others are due to injury of the personality by disease or by 
physical or emotional trauma. In other psychiatric disorders the person 
does not function as efficiently as he could or should. In the chapter on the 
classification of psychiatric disorders, the different types of illness will be 
described. This brings us to the fascinating story of how a human being 
develops a personality and some of the things that can occur in the process 
of this development. 
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Part One 
UNDERSTANDING THE PATIENT 


An understanding of growth and development of personality is as necessary 
to the understanding of mental illness as knowledge of anatomy and physi- 
ology are to the understanding of physical illness. in the study of personality 
development, the nurse not only learns to know what people are like at 
different ages, for example, how the eleven-year-old differs from the 
six-year-old, but also how certain childhood traits may be retained by the 
normal adult personality and others outgrown. She also learns how ab- 
normal or unhealthy aspects of the personality may develop. A thorough 
understanding of the concepts involved may help her to see the implications 
this knowledge has for the care and treatment of her psychiatric patients. 
It should also enable her to see possible preventive or mental hygiene 
principles which the nurse as a health leader in the community may be able 
to use. A study of personality growth and development is also one of the 
best ways that the nurse can begin to gain a better understanding of herself 


and her own emotional reactions. 


2 Foundations of Personality 


HEREDITARY FACTORS 


The fertilized ovum from which the human personality will develop 
carries within it the pattern for its future development. Just as a seed carries 
the pattern of the flower that will later develop, this innate pattern deter- 
mines that the emergent organism will become a human being and not some 
other form of life. It also determines the sex of the future individual. In 
addition to sexual determination, many other characteristics derived from 
the parents and other ancestors are passed on to the new individual by the 
Process of hereditary transmission. Such characteristics as the general 
physique or body type (including the color of eyes, hair, and skin), energy 
endowment, patterns of motor activity, intelligence, and temperament or 
basic emotional reaction pattern are thus determined by heredity. These 
characteristics are transmitted to the new individual by means of genes or 
character-trait determinants in the reproductive cells of the parents. All the 
character traits which are passed on to the new individual from his parents 
are called his heredity—or his biological inheritance. He also has a social 
and cultural inheritance which plays an important role in shaping his per- 
sonality. 


Biological Inheritance 


The biological inheritance is different for each individual, even in chil- 
dren of the same parents. The number of possible combinations of char- 
acter traits from which one individual will develop is virtually infinite. This 
makes it possible for each individual to be unique. Even after the particular 
combination of genes has been determined in the fertilized ovum, the 
number of inherited character traits is so great that during the life of the 
individual only a small number will mature and develop. The others remain 
latent or die. Each individual actually uses but a small part of his potential 


hereditary endowment. Environmental factors, social and cultural, play an 
11 


12 UNDERSTANDING THE PATIENT 


important role in helping to determine which of these traits will be de- 
veloped and which repressed. 

Among the character traits which are carried in the germ plasm are a 
few which produce disease or a tendency to a disease. Psychiatrists in the 
nineteenth and early twentieth centuries thought that heredity played an 
important role in the causation of mental illness. As far as can be deter- 
mined from our present knowledge of genetics, heredity is responsible for 
only a very small percentage of psychiatric disorders. These include a few 
rather rare neurological diseases with psychological symptoms, such as 
Huntington’s chorea, Pick’s disease, and Alzheimer’s disease, which seem 
to follow the laws of hereditary transmission. Several other psychiatric 
conditions tend to occur in families, but whether this tendency is due to 
hereditary factors or to interfamilial relationship patterns or to other causes 
has not been clearly demonstrated. These conditions include manic- 
depressive psychosis and some forms of epilepsy. Some psychiatrists think 
that schizophrenia also belongs in this group. The consensus among psychi- 
atrists today seems to be that heredity determines the kind of material from 
which the human personality ultimately will develop but that society and 
culture play important roles in shaping the personality. Heredity, therefore, 
seems to play a relatively negligible role in the causation of psychiatric 
disorders. 


Heredity and Psychiatric Treatment 


A profound change occurred in the care of the mentally ill and in the 
attitude of psychiatrists and nurses when the importance of social and 
cultural factors was recognized. So long as mental illness was thought to be 
primarily hereditary, it was presumably beyond human influence or inter- 
vention. Patients were considered incurable. The course of mental illness was 
thought to be one of progressive degeneration until terminated by death. 
Since the prognosis of the illness was considered hopeless, attempts at 
treatment were of academic interest only. Therefore, nursing care consisted 
of feeding, clothing, and being as kind as possible to these poor unfortunate 
creatures until the inevitable end. With this fatalistic philosophy, the 
mentally ill were more and more neglected and forgotten by society. They 
were “put away” in asylums. The more they were ignored, the faster they 
deteriorated, so that recovery from mental illness actually was a rare 
phenomenon. This seemed to substantiate the current belief in the im- 
portance of heredity in the etiology of mental disease. 

The role of the psychiatrist was chiefly that of describing and classifying 
psychiatric disorders. This point of view was best represented by Kraepelin 
[11] and Kretschmer [12], who became the leading proponents of the 
school of descriptive psychiatry. When the position of heredity as ihe prime 
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factor in the etiology of psychiatric disorders was challenged at the be- 
ginning of the twentieth century by Bleuler [1, 2], Freud [5, 6], and 
others, interest was awakened in discovering therapeutic techniques for 
helping psychiatric patients to get well and return to the community. 
Bleuler denied that deterioration was inevitable and pointed out that some 
patients recovered with even the existing care. Freud indicated that what 
happened to a child in the early years of his life was of tremendous con- 
Sequence in determining his future adjustment to living. The concepts of 
these men and their colleagues affirmed that factors other than heredity 
could influence the mental health or illness of an individual, and they as- 
serted the possibility of reversing the pathological process and improving 
the patient’s condition. Thus was brought a new attitude of hopefulness into 
the treatment of the psychiatric patient. Nurses became no longer merely 
Custodians of patients but now began to participate in the treatment plan. 


Psychological Inheritance 


There is also another aspect to the hereditary basis of personality. Many 
Psychologists and psychiatrists believe that in addition to the individual’s 
Physical endowment there is also an innate psychological inheritance. Each 
individual is born with certain strong forces within him. The degree or 
amount of drive each individual has is hereditarily determined, though it 
can be dammed up, dissipated, channelized, or modified. This innate force 
has been called by various names, including instinctual drive, élan vital, 
life force, and libido. Freud gave it the name libido to denote energy, motive 
force, and desire. The libido may be compared to the steam that supplies 
the energy to drive a steam engine. It is the energy which supplies the 
Motivating impulses of an individual’s life. It is related to man’s most basic 
instincts, the will to live and the desire to reproduce one’s own kind. 

In the lower forms of life there is evidence that there must be some 
hereditary means of transmitting behavior patterns which enable the 
organism to engage in unlearned activities and ways of responding to situ- 
ations. These unlearned patterns of behavior are called instincts. They do 
Not seem to occur in man. However, there is the possibility that the infant 
may bring some kind of rudimentary memory patterns into the world with 
him at birth. From studies in embryology it is known that as the individual 
Passes through the biological stages of growth, he retains vestiges of earlier 
Stages of development. It is inferred that during the fetal period the in- 
dividual also passes through the various stages of psychological develop- 
ment of the human race and that he retains faint impressions of these 
experiences which are hidden deeply in his memory. Freud called this 
Teservoir of deeply buried primitive and racial memories man’s archaic 
heritage, ‘Jung called it the collective unconscious. Jung [8], in his work 
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with severely psychotic patients and particularly in his work with regressed 
schizophrenic patients, believed he had found evidence that these archaic 
memories had a potent influence on the thinking and behavior of his 
patients. 


THE CONCEPT OF PERSONALITY 


Up to this point the hereditary basis of the personality has been dis- 
cussed. Perhaps it would be well to consider for a moment what is meant 
by the term personality. Personality may be roughly defined as the total 
reaction of an individual in relation to himself and to his environment. This 
includes his awareness of himself and his environment, his characteristic 
ways of handling internal and external conflicts, and his methods of satisfy- 
ing his own needs and making some kind of an adjustment to his environ- 
ment. Personality is not static but changes with age and new experience. 
The part of the personality which remains most constant is formed largely 
in the early years of life. There are some aspects of personality which are 
common to all human beings and some aspects which are unique for the 
individual. 

The individual may be thought of schematically as comprising two parts, 
mind and body, or psyche and soma. Actually, this dichotomy, or splitting 
of the individual into mind and body, is a misleading one. The psyche has 
its origin in the soma and could not exist without it, and conversely, even 
the most simply structured organisms have some kind of primitive mind, 
though it consist of only a few automatic instinctual responses. It would 
be more accurate to consider soma and psyche as two aspects of the living 
organism. The term soma is used to include the physical components of 
the individual, such as the various organs and organ systems. The psyche, 
or mind, comprises the nonphysical components of the personality. The 
term mind when used to translate the Greek word “psyche” has a much 
broader connotation than the everyday use of this word, which to many 
people usually includes only the concept of intellectual activity. Intelligence 
is only one of the functions of the mind. Others include sensations, feelings, 
emotions, and instinctual drives. The psyche, or mind, is regarded as the 
sum total of all the mental activities of an individual. Freud [6] describes 
the psyche almost as though it were a separate organ of the body, with its 
own structure, organization, and laws of action—a kind of invisible super- 
brain. 


Where does the psyche come from? Like the soma, it too has a hereditary 
basis. George W. Corner writes: 1 


How then shall I speak of the spirit? But humbly, employing such insight as 
may be granted to an embryologist, I declare my conviction that the spirit of 


' George W. Corner, “Ourselves Unborn: An Embryologist’s Essay on Man,” Yale 
University Press, New Haven, Conn., 1944, p. 121. 
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a makes him more than a beast and carries him onward with hope 

ality of the w not as a high born tenant from afar but as a latent potenti- 

deislon, Th bo y. It too is received as a germ, an opportunity, something to 

ath Pa ë spirit with the body must grow, strengthening itself by contact 
he world, winning its title and glory by struggle and achievement. 


Levels of the Psyche 


According to Freud [6], the principal divisions or levels of consciousness 
of the psyche, or mind, are the conscious, the preconscious, and the un- 
conscious. The conscious is that part of the mind which functions when a 
i mn and aware of himself; of his thoughts, feelings, and sensa- 
Eaa Mas of what is going on around him in his environment. The 
pia represents only a very small part of the total psyche. The pre- 
mart is that part of the mind which is the shadowy region of half- 

embered, half-forgotten things. Material in the preconscious is not 1m- 
mediately available but can usually be recalled without too much difficulty. 
The unconscious is by far the largest structure of the mind. It contains 
thoughts, feelings, and experiences that are not available to the individual 
except under certain special conditions. It is a kind of limitless reservoir, 


Unconscious 


--Preconscious 
<- -Conscious 


A 


Fic. 2. A. Levels of the psyche. B. Structure of the psyche. 


Or storehouse, where forgotten early memories and experiences of child- 
hood and later life reside, as well as inherited engrams (collective un- 
Conscious). It is a storehouse, moreover, in which there is a great deal of 
independent activity going on constantly of which the conscious mind of 


the individual is completely unaware. 


Mani ; : 
anifestations of the Unconscious 


dinarily inaccessible. However, an 
art of his personality or receives 
ain circumstances. 


‘ane content of the unconscious is Or 
J . 
fla oe may become aware of this p 

Shes of insight regarding its existence under cert 
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Incongruous Behavior. Such insight may occur when a person becomes 
aware that some aspect of his own behavior or that of a friend is incom- 
prehensible and seems to be completely out of keeping with his usual mode 
of behavior. The observed behavior may be illogical, irrational, and result 
in exactly the opposite of what the person consciously wished to achieve. 
It may appear as though some other person or some other force motivated 
the behavior. For example, an ambitious girl who coveted a certain job 
was surprised to find herself during the interview for applicants antagoniz- 
ing the very person on whom obtaining the job depended. Such behavior 
certainly could not be accounted for by the girl’s conscious wishes and de- 
sires. An investigation into her unconscious motives would probably un- 
cover the reasons why she wished to fail, and thus explain her paradoxical 
behavior. 

Unfinished Business of Childhood. Another form in which the presence 
of unconscious forces may be manifested is not uncommon. In a given 
situation a person may be surprised to find himself overwhelmed by the 
same feelings that he had as a child when faced by a similar situation, 
though his ability to deal with the situation may be quite different. A 
capable head nurse, tired at the end of a strenuous hospital day, was Te- 
buked by her supervisor for a minor omission of ward routine. Suddenly 
she burst into tears. She experienced the same feclings of resentment, 
injustice, and helplessness that she used to feel years ago when she was 
scolded by her mother for neglecting some household duty. Such feelings 
have their origin in some of the “unfinished business of childhood” dor- 
mant in the unconscious. The childish problems that have not been solved, 
the fears, rages, loves, and disappointments of childhood, continue to haunt 
the adult at the most unexpected times and places. 

Other Evidences of the Unconscious in Everyday Life. Slips of the 
tongue, the sudden forgetting of well-known names and telephone numbers, 
forgotten appointments, and unmailed letters are a few of the more common 
examples of the unconscious at work in everyday life. Those who either 
occasionally or habitually drop and break objects, who are careless in tak- 
ing health or safety precautions, who tend to have accidents, may well look 
for unconscious tendencies at work. The unconscious also plays an im- 
portant part in the enjoyment of jokes and humorous stories and in the 
appreciation of art, literature, and music [7]. 

Dreams. In the transitional states of consciousness, such as hypnotic 
trances, twilight states, and fugues, the unconscious can be readily ob- 
served. In dreams, in particular, one has evidence of the unconscious at 
work. During sleep the inhibiting forces that the conscious mind exerts on 
ean relaxed. The relaxation permits unconscious thoughts 

id pressed in the form of dreams. Tensions, wishes, an 
anxieties of the unconscious appear in dreams in a disguised and alter? 
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form, for the conscious mind, even in sleep, will not accept them in their 
crude state. 

The dream is the language of the unconscious. It takes the chaotic 
fragments of the unconscious and weaves a story, a phantasy. The un- 
conscious also utilizes the recent problems and happenings in the daily 
life of the individual and incorporates them into the dream. In dreams one 
also has evidence that the unconscious is able to solve many problems which 
the conscious mind has coped with unsuccessfully, From the interpretation 
of dreams it is possible for skilled individuals to investigate and understand 
the workings of the unconscious mind [4]. 

Psychotic Behavior. Further evidence of the functioning of the uncon- 
Scious is found in the behavior of psychotic patients. By observing their 
bizarre and irrational behavior and attempting to understand its meaning, 
much has been learned about the unconscious. Symptoms such as hallucina- 
tions and delusions can be understood only when one recognizes them as 


expressions of unconscious wishes. thoughts, and impulses. This is true also 


for compulsions, obsessions, phobias, and many other symptoms. 


Interaction of Levels of Psyche 


The different levels of the mind are not static. There is a constant flux 
of impressions from the unconscious to the conscious and also from the 
Conscious to the unconscious. The preconscious is rather like a halfway sta- 
tion between the two areas. It also exerts certain powers of censorship to 
prevent painful or undesirable memories Or experiences from reaching 
Consciousness. Certain drugs that depress the higher cortical centers of the 
brain can weaken the power of censorship and facilitate the passage of 
unconscious material in reaching the conscious mind. Examples of such 
drugs include alcohol, narcotics, and the barbiturates. Hypnosis, fatigue, 
and sleep also lower the threshold of resistance and allow freer interplay 


of conscious and unconscious material. 


Many analogies have been used to descri 
Parts of the mind. It has been compared with the office of a business 


executive. The papers lying directly on his desk, with which he is at work, 
are like the material of the conscious mind. The papers in the incoming 
basket, which have not yet reached his attention, and those in the outgoing 
basket, which he has just taken care of, are like the thoughts in the pre- 
conscious. The filing cabinets along the walls, which contain not only com- 
plete records of his business but possibly also the records of his predeces- 
sors in business, are like the vast storehouse of the unconscious. 

Several psychiatric writers, including Jung [9] and Theodor Reik [13], 
describe the conscious mind as a bright beam of light in the darkness. There 
is an area’around the light in which one can see objects, but less distinctly 


be the functioning of the various 
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than objects in the path of the beam of light. This may be compared with 
the preconscious, and the area of complete darkness represents the un- 
conscious. It is possible, by moving the beam of light, to illuminate objects 
previously in the dark and make them visible. On the other hand, one can 
cause objects to disappear from sight by withdrawing the light. Yet the 
objects in the darkness exist and have as much reality as those which hap- 
pen to be exposed to the beam of light. 


Structure of Psyche 


The mind as conceived by dynamic psychiatry is not only divided into 
the different levels of the conscious, the preconscious, and the unconscious, 
but it is also thought of as structured in another way into the id, the ego, 
and the superego. 

Id. This term is the Latin word meaning “it.” It is well chosen, for the id 
is the most primitive part of the personality. The id is sexless and without 
a sense of personal identity. It is completely selfish and ruthless in trying 
to satisfy its demands. The id contains the instinctual drives. It knows nO 
bounds, brooks no interference, accepts no postponement. It constantly 
seeks pleasure and avoids pain. It has no sense of right and wrong, not 
does it learn from experience. Time does not exist for it. The id never 
changes throughout life. Its chief function is to supply the life, energy: 
drive, or libido to the personality. The id is also the source of all creative 
activity. The id lives and moves and has its being completely in the 
unconscious. At the time of birth the individual consists almost entirely 
of id forces. 

Ego. One can easily see that someone equipped with a personality made 
up only of id impulses could not possibly live in a world with other people 
in it. So, shortly after birth, the individual begins to develop another part 
of his personality, the ego. The ego is the “I,” the part of the individual that 
gives him the sense of his own identity, his self. At first, the individual has 
difficulty in distinguishing between himself and his environment. His aware- 
ness of his physical identity as separate from his environment is achieved 
during the first year of life. But it is much more difficult for him to separate 
himself psychologically from his emotional dependence on his family. It 
often takes many years for an individual to reach emotional maturity and 
the maximum development of his ego. 

The function of the ego is first of all to curb and modify the wishes and 
drives of the id to meet the needs and demands of the environment. The 
modification of the pleasure-seeking impulses of the id to meet the de- 
mands of reality is called the reality principle. One of the chief functions 
of the ego is the application of the reality principle to test reality and t° 
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gain an accurate comprehension of and mastery over the environment. An- 
other important function of the ego is its role in integrating mental processes 
into coherent thinking. The ego is the rational, reasoning part of the 
personality. It also integrates the various aspects of the personality into a 
whole. In particular, the ego is the mediator between the id and the super- 
ego. The ego is also responsible for seeing that the individual attains 
satisfaction from the environment. Though the ego has its origin in the 
unconscious, it is primarily conscious and concerned with the activities of 
the conscious mind. 

Superego. The superego is that part of the personality which is con- 
cerned with morals, precepts, standards, values, and ideals. The child’s 
superego is derived first from the concepts of his parents and later from 
those of his teachers and other parent substitutes. The superego corresponds 
roughly with the term conscience. It is “the eye of God,” “the still, small 
voice.” Many psychiatric patients portray the superego in their drawings 
ns an eye. Before the child has developed a superego, he depends on the 
direct commands of his parents to place limits on his behavior. Later, he 
learns to incorporate his parents’ precepts and internalizes their wishes so 
that he obeys them even when his parents are not present. This can be 
seen in a child who is told by his mother not to touch a certain object. 
First, he will obey while she is in the room but follow his own impulses as 
soon as she leaves. Later, he will partially internalize his mother’s wishes 
SO that he tells himself when she leaves the room, “No, Johnny, you 
mustn’t touch,” using her own admonition to him. When he has completely 
internalized his parents’ precepts, he is able to discipline his impulses 
Without reference to his parents or to a specific situation. He can apply 
the same principle to other relevant situations and act according to the 
demands of his superego. ; 

The superego is also the critical faculty of the personality. It is often 
particularly hostile to the amoral, pleasure-seeking impulses of the id. For 
this reason, frequently, there is considerable tension between the id and the 
Superego. Serious maladjustments of personality can occur if the superego is 
too weak or too strong. If the superego is too weak, the individual is often 
lawless and destructive. If the superego is too strong, the individual is inhib- 
ited, repressed, unhappy, and limited in his personality development. The 


Superego may be hostile not only to the id but to the ego as well. It is often 


Critical of the ego's attempts to curb the impulses of the id. The superego 


also tries to keep the ego in subjection by making it conscious of strong 
feelings of guilt. The superego is developed in the unconscious and primarily 


functions there. 
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Role of Ego as Stabilizer 


The ego is the stabilizing agent between the id and reality and between 
the id and the superego and at the same time must maintain its ‘own 
equilibrium against the forces of all three, which impinge upon it. This 


D 


Fic. 3. Threats to the stability of the ego. A. Ego in equilibrium. 
B. Ego threatened by strong superego. C. Ego threatened by strong id. 
D. Ego threatened by overly hostile reality. 


difficult and complex feat the ego is not always able to manage successfully. 
This is especially true of the ego of young children, which is weak and 
underdeveloped. It is also often true in older individuals whose egos have 
been severely traumatized, 


ENVIRONMENTAL FACTORS 


The terms reality and environment have been used in this discussion tO 
refer to everything external to the individual. Let us consider what con- 
cepts these terms include and what influences they bring to bear on the 
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personality. If heredity, both physical and psychological, can be regarded 
as the seed of the personality, then environment is the soil in which it 
grows. This would include not only the physical environment but also the 
society and culture into which the individual is born. The physical environ- 
ment includes the kind of climate the individual will have to adjust to— 
arctic regions or tropic heat; his geographic location—whether he lives in 
the mountains, the plains, or by the sea; natural resources—whether he 
will live in a rich country where life is easy or in a poor one where he will 
have to struggle to exist. The kind of society into which the individual is 
born will also influence his personality growth and development. It will 
make a difference whether he lives under a democratic or an autocratic 
form of government, whether he lives in a big city or in an isolated hamlet, 
what kind of educational facilities are available to him, what the predomi- 
Nant religion of the country is (Hindu, Christian, Mohammedan, etc.), 
and what economic system is in use (barter, capitalism, communism). But 
most important in influencing his developing personality will be the family 
into which he is born. 


Role of the Family 


The human infant is dependent on his family, and in particular on his 
parents, for his very life. Unlike many animals who are able to find nourish- 
ment and defend themselves from danger shortly after they are born, he is 
unable to fend for himself for a long period after birth. During these early 
years spent in the closest of contacts with his family, the strongest and most 
permanent aspects of his personality are molded. Therefore, the size and 
Composition of the family, the personalities of the individual members, his 
Position in the family—eldest, youngest, middle child; his status and pres- 
tige, or lack of it—and the attitudes of the various members of the family 


toward him and toward each other are of the greatest significance. 


Role of Culture 


The culture into which he is born is also extremely important. Culture 
includes those values which a society has developed over a long period of 
time and which it expects the growing individual to acquire. In this sense 
it is a pattern for living, a way of life which will exert great pressure on the 
developing personality to make it conform to these cultural values. Cultural 
values vary tremendously in different societies, Acquiring wealth is a 
Cultural goal in one society, whereas giving away one’s possessions is a 
value stressed in others. The positive values in one culture may be socially 
and culturally unacceptable in another. Another important aspect of cul- 

` 
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ture consists of those symbols, ideas, and experiences which are shared in 
common by all persons living in a given culture. This includes their lan- 
guage and also the more subtle nonverbal means of communication, such 
as the recognition of the meaning of a sign, a gesture, or a specific bit of 
behavior. The artistic and historical heritage and the technical inventions 
of a people are also part of their culture and often play an important role 
in encouraging the development of certain aspects of the growing personal- 
ity [10]. 

Perhaps it is not too difficult to see why some understanding of person- 
ality and of social and cultural factors is of primary importance for the 
psychiatric nurse. Many aspects of the patient’s behavior which seem in- 
comprehensible to the nurse may be interpreted by her as indicative of a 
psychiatric disorder when, in reality, such behavior is quite in keeping with 
the culture and society in which the patient was reared. What is considered 
normal in one culture may be decidedly abnormal in another. A nurse can 
have no real understanding of her patient or his problems unless she 1s 
able to understand these factors. 


Importance of Cultural Factors for the Nurse 


Like most people, the nurse generally has never looked at her own soci- 
ety and culture objectively. She may be completely unaware that she has 
unconsciously absorbed many of her attitudes and ideas from her culture 
and society and that she has never critically evaluated them. This is per- 
fectly understandable, but it presents the danger that she may uncritically 
regard the values of her culture as “good” and those of a different culture 
as somehow “wrong” or “bad.” Nurses, like most members of professional 
groups in this country, belong socially in the middle-class white-collar 
group of workers. This group tends to value highly ambition to get ahead, 
to acquire position, money, prestige, to encourage diligence in work habits. 
It also prizes respectability and conservative behavior, is repressive in 
sexual matters, and places a high value on cleanliness, orderliness, and effi- 
ciency. ; 

A nurse who is unaware of these aspects of her own enculturation will 
have a difficult time being sympathetic with and tolerant of a patient from 
a culture whose values are completely different from hers. This may even 
go to the extent that she cannot bring herself to spend sufficient time with 
him to get to know him. It will be difficult for her to find out what his 
emotional problems are and how she can be of help to him. Sociology and 
cultural anthropology should not remain academic subjects for the nurse. 
She must really use the concepts of these behavioral sciences to analyze her 
own and her patient’s reactions in real life situations. 
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3 Prenatal Period and Birth 


MOTHER AS ENVIRONMENT OF CHILD 


Personality evolves from the interplay of hereditary and environmental 
factors and it begins with conception. It is within the body of the mother 
that the fertilized ovum carrying the hereditary endowment from both 
parents grows and develops. Conception not only starts the process of 
growth of the fetus but it also initiates the interaction between the mother 
and child. The mother constitutes the environment for the new individual. 
Therefore, the kind of person she is has tremendous significance for the 
child. Her emotional reactions to the pregnancy will in part depend upo” 
her acceptance of herself as a woman and whether she is emotionally 
mature enough to accept motherhood. Her satisfaction in her marriage and 
her relationship to her husband are important factors too. If she is not 
happy with her husband or if she is using the pregnancy to keep the mar- 
riage from breaking up, this will adversely affect her feelings for the ex- 
pected child. , 

The mother’s attitude of acceptance or rejection of the expected child 
has an important bearing on his future psychological development. There 
are many reasons why a mother may or may not want her child. In this 
regard, society and culture may play important roles. Some societies con- 
sistently value children; in others, they may be considered a liability- The 
attitude of society toward illegitimacy, or the desirability of one sex oF p 
other, may be a factor. Religious and folk beliefs about pregnancy an 
childbirth may frighten the mother and make her regard the child as per- 
sonally harmful to her. The mother may also have personal problems, PSY 
chological or economic reasons, for consciously rejecting the child. There 
may be attempts at abortion. The mother may consciously think that she 
desires the child but show her unconscious rejection by excessive vomiting: 
spontaneous abortion, or premature birth. Even planned pregnancies may 
be consciously desired but unconsciously rejected. 

24 
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Physical and Emotional Health of Mother 


Since the mother is the environment of the child, her health during preg- 
nancy is important. She may suffer from a physical or a psychological 
illness. Severe infections during pregnancy, such as measles, may affect the 
child seriously. An illness, for example, asthma or a heart condition, which 
interferes with the oxygen and blood supply of the child, or a metabolic 
disease such as diabetes can threaten the child’s life. Studies by Sontag [16] 
show that the development of the fetus is influenced by the diet of the 
mother during the gestation period. He believes that poor maternal nutri- 
tion may be responsible for a less robust constitution, greater susceptibility 
to disease, and slower social maturation of the infant. These studies also 
indicate that abnormal maternal endocrine functions may affect the fetus. 

The mother’s emotional state may also have its repercussions on the 
child she is carrying. Sontag found that mothers who had undergone severe 
emotional stress during the latter part of their pregnancies gave birth to in- 
fants who were irritable and hyperactive for weeks or months after delivery. 
These infants cried a great deal, slept poorly, suffered from food intoler- 
ance, had frequent and loose stools, regurgitated their food, and failed 
to gain weight. Gerard [8], referring to these studies of Sontag, comments 
that they suggest that the infant probably enters the world with constitu- 
tional trends already modified by the impingement of the environment upon 
him while he was still in utero. Fodor [5] stresses the effect of the mother’s 
emotional reactions on the intrauterine child even further. He postulates, 
“The mother’s fond expectations and loving thoughts may have a very 
Salutary influence on the psyche of the unborn. But, if this is so, the 
Contrary—the loneliness of the unwanted child—may be more than a post- 
Natal psychic structure; it may reach back to a psychic isolation within the 
Maternal womb.” “The unborn,” Fodor believes, “may suffer from love 


Starvation, just as the born child may.” 


Role of Father and Other Relatives 


uence the health and welfare of the un- 
tant role indirectly. For everything that 
affects the health and emotional stability of the mother has some repercus- 
sions on the child. The role of the father consists not only of providing 
adequate food, shelter, creature comforts, and medical attention for his 
wife but also of giving her emotional support. This is a time when she 
Needs to feel secure and wanted and loved. Fathers sometimes need to have 
Pointed out to them that their role, though less dramatic, is nevertheless of 
Vital importance to the future health and happiness of the child. Other 


Fathers, though they do not infl 
born child directly, play an impor 
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members of the family can also play a supportive role to the mother. The 
mother’s mother is particularly important. If she is reassuring, relaxed, and 
comfortable, she can do much to allay transient anxieties which may arise 
to trouble the young mother. The prospective grandmother and other mem- 
bers of the family can also give very real and practical support by assisting 
with the household duties and reducing the mother’s fatigue. 


FETAL ACTIVITY 


The period of prenatal development is one of rapid growth and con- 
siderable activity on the part of the fetus, According to Greenacre: ! 


The fetus moves about, Kicks, turns around, reacts to some external stimuli 
by increased motion. It swallows, and traces of its own hair are found in the 
meconium. It excretes urine and sometimes passes stool. It has been repeatedly 
shown that the fetal heartbeat increases in rate if a vibrating tuning fork is placed 
on the mother’s abdomen. Similar increases in fetal heart rate have been re- 
corded after sharp, loud, noises have occurred near the mother. This finding 1$ 
reported by a number of investigations. Two of them, Sontag and Wallace, found 
marked increase in fetal movement in response to noise of a doorbell buzzer; 
this was especially strong and consistent when the buzzer was placed over the 
fetal head. Responsiveness to sound began at the thirty-first week of uterine life 
and increased in responsiveness as the fetus neared term. The fetus may suffer 
hiccoughs, even as early as the fifth month; and respiratory-like movements are 
noted in the last month. Sometimes the fetus sucks its own fingers, and cases 
have been recorded in which the infant was born with a swollen thumb; and 


it is by no means rare for newborn babies to put their hands directly to their 
mouths. 


Origin of the Psyche 


It is difficult to determine when the first beginnings of the psyche evolve. 
The gray matter of the brain begins to take its permanent structure 1? 
about the third fetal month. In the early stages of development it is impos- 
sible to distinguish between the organism’s physiology and its psychology» 
but it is probable that the first movements of the fetus also include somé 
sensory aspects. Greenacre [11] quotes Preyer, who says, “I must agree 
with Greisinger and C, Wernicke, the latter of whom explains the first 
movements of our body, the changes in the musculature, give rise to sensa 
tions, memory patterns of which remain in the cortex of the cerebrum- 
These memory pictures of motion Sensations, motion pictures, or ideas p 


movement persist alongside the memory pictures of the sensations of the 
senses.” 


' Phyllis Greenacre, “Trauma, Growth, and Personality,” vol. 1, W. W. Norton £ 
Company, Inc., New York, 1952, pp. 31-32. 
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Whether or not the primitive psyche of the fetus is able to experience 
Consciousness is one of the most absorbing problems in contemporary 
Psychiatric and psychological research. Greenacre [11] believes that it is 
not absolutely impossible. She states that some workers point to periodic 
activities of the fetus which suggest that the fetus has times of something 
akin to sleep alternating with times of wakefulness as evidence of a primi- 
tive state of consciousness. Greenacre has had corroborating evidence of 
this from certain observations which she obtained from her psychoanalytic 
patients. 

Gesell [9], faced with this same problem, says that the extent to which 
the fetus is capable of consciousness is a matter of speculation. He thinks 
that some degree or mode of consciousness cannot be denied on purely 
anatomical grounds. He believes that the subcortical nervous system proba- 
bly functions as an organ of consciousness in the early stages of growth 
before the cerebral cortex has achieved ascendancy, 


Fetal Preanxiety State 


Greenacre [11] believes that the fetus also experiences a kind of primi- 
tive anxiety. She wonders how the fetus reacts to painful or unpleasant 
Stimuli in utero. Does the fetus, which can even cry in utero, respond by 
an increase in motor activity such as sucking, swallowing, heartbeat, kick- 
ing? Are these motor activities related to feelings of anxiety? Greenacre 
Speculates whether these responses could not indicate an earlier and less 
highly organized form of anxietylike response. She thinks that there is not 
much psychic content to this preanxiety intrauterine reaction but that it 
May constitute a kind of blind, free-floating, unanalyzable anxiety. 

Discomfort or preanxiety as experienced by the prenatal psyche is prob- 
ably a rare and transient state in the protected, self-sufficient life of the 
fetus. Fetal life represents a state in which all physiological needs are satis- 
fied effortlessly. The fetus is always warm, well protected, and comfortably 
Suspended in the amniotic fluid. Many psychiatrists have come to believe 
from the dreams and associations of their patients that this state may be 
experienced sensorily by the fetus and that these sensory patterns may be 
the basis of the wishes of psychiatric patients for a return to this idyllic 
State of peace and contentment. Folklore, literature, and the myths of 
primitive peoples contain many references to paradises, gardens of Eden, 
and utopias, where the necessities of life are available with little or no 
effort, where the climate is warm, and where there is no strife or danger. 
Regarding the predominating feeling-tone experienced by the fetal psyche, 

Odor writes: 2 


p srandor Fodor, Search for the Beloved, Psychiatric Quarterly, October, 1946, 
5 4 
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Barring birth, the climactic experience of the unborn, pre-natal unhappiness 
is the exception and not the rule. If it is revealed in startling dreams, it is be- 
cause unhappiness is always clamorous whereas happiness is accepted as 4 
normal state during gestation, hence it does not disturb sleep. Pre-natal 
life, in retrospect, has many idyllic features. Being unattainable it acts like 
a spell, an enchantment which holds us like an ancient sorcery. It manifests 
itself in visions of a far-away fairyland where all strife ceases and life rolls 
smoothly in a state of perfection and bliss. It explains the lure of Shangri-La 
and the still, Small voice which whispers that a distant, inaccessible country 
where happiness reigns supreme does exist and that we have lived in it in a dim 
and glorious past. 


Given this ideal state in which all needs are met and peace and content- 
ment reign, it is not difficult to conceive of concomitant feelings of such 
security that one seems all-powerful. Ferenczi writes: * 


If therefore, the human being possesses a mental life in the womb, although 
only an unconscious one—and it would be foolish to believe that the mind begins 
to function only at the moment of birth—he must get from his existence the 
impression that he is in fact omnipotent. For what is omnipotence? The feeling 
that one has all that one wants, and that one has nothing left to wish for. The 
foetus, however, could maintain this of itself for it always has what is necessary 


for the satisfaction of its instincts, and so it has nothing to wish for: it is with- 
out wants. 


Fetal Existence as Utopia 


The construct of fetal life has been built up by research workers in psy- 
chiatry much as archaeologists have built the concept of human life in pre- 
historic times. This construct represents the fetus as an organism growing 
. phenomenally rapidly in a perfectly designed environment. In the fetus, not 

only is the pattern for future growth laid down but all the important struc- 
tures have begun their development, including a rudimentary psyche. Per- 
haps, then, it is not too difficult to understand the hypothesis that the strong 
dependent drives, which every human being has in one degree or another, 
may have their origins in this period. This is especially true for the more 
general or impersonal dependent wishes, such as the dreams of utopia an 
paradise, which most men yearn for at some time during their lives, particu- 
larly in times of stress. 

Another universal wish is the one “to get away from it all” by taking a 
vacation in some idyllic and faraway place. Perhaps these unconscious 
dependent wishes played a part in some of the legislation which appear? 
during the depression years in this country and embodied the concept ° 
social welfare insurance coverage “from the cradle to the grave.” All these 
ideas seem to reflect unconscious nostalgia for the prenatal period of tot 


_ “Sandor Ferenczi, Stages in the Development of the Sense of Reality, in “Sex 
in Psychoanalysis,” Basic Books, Inc., New York, 1950, p. 219. 
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and complete dependence. Among some maladjusted individuals whom 
psychiatry labels as neurotic, the attitude that the world owes them a living 
Is often expressed. This represents a very strong demand for a return to 
their earlier dependent state. On the evidence provided by the dreams 
of neurotic patients, another aspect of prenatal life seems to retain a strong 
attraction—that of privacy or sole possession. In the prenatal state not 
only does the individual exist in a perfect environment but, except in the 
case of twins or triplets, he has the womb all to himself. He has no com- 
petitors. All his needs are gratified immediately for the only time in his 
entire existence. 

Many neurotic individuals spend much of their energy in phantasies of a 
return to the intrauterine state. Seriously maladjusted or psychotic individ- 
uals go even further, attempting to regain the physiological as well as the 
Psychological satisfactions of prenatal life. They manage to’ accomplish 
this in catatonic stupor. In this state, they curl up in some dark, warm 
corner in the fetal position, with knees drawn up under their chins. They 
sleep or doze much of the time. Someone else must assume responsibility 
for feeding them. They close their eyes and ignore external and internal 
stimuli, thus excreting at will, shutting out the external world in every 
possible way. This maneuver into the catatonic state is a very extreme 
example of the mental mechanism known as regression. Regression is 
the return to a mode of behavior which the individual has outgrown but 
which proved itself successful at an earlier stage of development. To wish 
to regress to the prenatal state would indicate that the individual had suf- 
fered very severe disappointments indeed in his real world. 


PSYCHOLOGICAL SIGNIFICANCE OF BIRTH 


Birth comes as a sudden dramatic interruption to end the idyllic prenatal 
State. The experience of being born is, in all probability, an extremely un- 
pleasant one for the child. During labor the child must leave the comfort- 
able womb where all his needs have 
On his part. He suffers the painful passa 


Propelled by the none too gentle uterine 
comes the sudden expulsion into an environment that is cold and full of 


loud noises and bright lights. Even more threatening is the fact that he 
must adjust immediately to new methods of respiration and circulation or 


perish. 

Otto Rank [14] believed that the experi 
Painful to the child psychologically than it was physically, and that it 
played an important role in the future psychological difficulties of the child. 
Rank’s ideas are embodied in his theory of the birth trauma. Psychologists 
and psychiatrists since Rank feel that the birth process, though uncom- 


been taken care of without any effort 
ge down the narrow birth canal, 
contractions of the mother. Then 


ence of birth was even more 
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fortable and often painful, is a natural phenomenon and that its effects are 
not all detrimental to the individual. In this regard Greenacre [10] raises 
the question of whether ordinary uncomplicated birth, even though painful, 
could not be beneficial to the infant in helping him to accomplish the transi- 
tion from the dependence of intrauterine life to the greater independence 
of postnatal life. 

If this is the case, how does the process of birth help the fetus to become 
a human infant? Does the pain experienced during the birth process have 
any useful function? What effect does the birth process have on the 
fetal psyche? These are some of the questions raised by Greenacre 
[10] in her paper “The Biologic Economy of Birth.” She sees a pur- 


pose and value in pain in helping to transform the fetus into a human in- 
fant. 


Birth as Preparation for Extrauterine Life 


Prior to birth, the normal fetus is an extremely passive organism. Be- 
cause of the lack of stimulation which reaches it in the uterus and its rela- 
tive inability to perceive pain, it enjoys an environment so nearly ideal that 
few efforts to protect itself from harm or to satisfy its needs are necessary: 
Life is without pain or discomfort except for an occasional brief unpleasant 
stimulus from the outside. All needs, including physiological ones, are 
taken care of. The principal activity of the fetus is that of growth and 
development. This it proceeds to accomplish at an unparalleled rate neve" 
to be approached again. There is little or no independent activity, however. 
Such activity as the fetus does engage in is tentative, sporadic, generalized, 
and poorly coordinated. When one considers how much purposeful coordi- 
nated activity is required for adequate functioning after birth, one sees the 
necessity for a radical transformation in the mode of functioning tO take 
place. This transformation occurs during the birth process, and pain is one 
of the important factors in bringing it about [11]. 


Function of Pain in Birth Process 


Pain in human birth is caused primarily by the forceful propulsion of the 
large head of the fetus (the head presentation is the most common position 
for delivery) down the narrow birth canal. Within the head is the brai" 
the central coordinating organ of the nervous system. In other words, = 
head contains the equipment, well developed but still pretty much unusé , 
which will become so important in the life of the individual. Up to the time 
of birth, the fetus has probably experienced no stimulus sufficiently ber 
pleasant or intense to be classified as pain. Pain is not necessary to fete 
life, but an organism in the outside world is seriously handicapped if he 
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cannot feel pain. Pain is the signal of danger, of something threatening the 
life of the organism. It is one of the most valuable protective devices an 
organism can possess. 

. The ability to feel pain marks a great step in evolutionary development, 
initiating the differentiation in the nervous system of separate motor and 
sensory functions. Before birth and the perception of pain, the fetus re- 
sponds to changes in position caused by movements of his mother’s body 
with passive motor activity. Some uncoordinated motor activity may also 
occur in response to unpleasant stimuli. This motor activity precedes sen- 
sory perception, of which pain is among the earliest and most primitive 
modes. With the perception of pain the organism becomes aware of the 
Outside world. It begins to receive information and use that information 
to take appropriate action or to modify its behavior to adjust to external 
circumstances. 


Role of Pain in Development of Nervous System 


Pain in the birth process begins as pressure on the head and body of 
the fetus, which gradually increases in intensity. At the same time pressure 
stimulates the brain and central nervous system until the sensation of pain 
is experienced. Pressure on the head and pain are increased until the newly 
stimulated nerve endings are not able to tolerate the intensity of the stimuli 
and become temporarily narcotized, and a kind of “blackout” is produced. 
However, this intense pressure apparently mobilizes some deep neural re- 
Sponse in the cortex of the brain. It apparently also stimulates the process 
of myelinization of the nerves which makes integration and organization 
of the pathways of the nervous system possible. After birth, there is a 
period of drowsiness and sleepiness for several days, followed by the de- 
velopment of cortical patterns which make possible not only differentiation 
of the functions of the nervous system but also greater stability of function, 
for example, in control of breathing, heartbeat, and fluctuations in states of 
consciousness, i.e., sleeping-waking 10, 11]. . f 

Not only the head of the fetus is exposed to pressure during the birth 
process, but also the entire body surface. There is reason to believe that 
the friction on the skin surface during the birth process promotes the devel- 
Opment of the peripheral nervous system by stimulating the sensory end 
Organs in the skin. This friction seems to have a beneficial effect on the 
Skin and the muscular system, strengthening and invigorating them and 
Stimulating the reflex behavior, such as the sucking reflex, necessary to the 
infant for survival. After birth, friction on the skin surface is continued in 
Such activities as grooming in animals—the licking and stroking of the fur 
of one animal by another—and in human infants in the stroking and rub- 
bing of the baby's skin during the bathing procedure [11, 15]. 
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Development of Early Psychological Patterns 


Psychologically, friction on the skin surface has another important func- 
tion. It arouses certain pleasurable sensations in the baby—making him 
aware of himself and his body as an organism capable of experiencing 
pleasure. This is the beginning of narcissism—the delight or pleasure in 
one’s own body. These feelings are also called autoerotic or self-pleasurable. 
At first these feelings are distributed generally over the entire body surface. 
Later, some areas of the body become more highly invested with pleasur- 
able sensations than others. Thus, libidinal patterns are developed. In the 
infant at birth, the libidinal pattern is most highly developed in the area 
around the mouth. 

In the birth process, during the passage of the fetus down the birth 
canal, it is probable that feelings of anxiety are also generated. The vague 
feelings of discomfort experienced by the fetus in utero are not so intense 
as the feelings generated by the birth process. Anxiety, pain, and fear are 
closely related, particularly in this early stage in the life of an individual. 
They are all sensory, subjective responses to a threat to the life of the 
individual. They serve as danger signals. Anxiety, pain, and fear are also 
defense mechanisms. The perception of pain makes one aware of danger; 
in anxiety, on the other hand, one feels threatened or in danger but cannot 
identify or objectify the danger. For example, one may be afraid of a dan- 
gerous animal, but one becomes anxious when one does not hear from 4 
beloved friend for a long time. Physiologically, anxiety is closely related 
to tension. 

The entire skin surface of the fetus and the sensory apparatus is tremen- 
dously stimulated by the passage down the birth canal, yet little motor 
activity is possible within the confines of the narrow passageway. Tension 
builds up and mounting discomfort. There is probably also a considerable 
amount of cardiorespiratory embarrassment. Greenacre [11] states that 
during the birth process the anxiety pattern is developed from a combina- 
tion of physiological or somatic elements and individual birth experiences- 
These elements are manifested by cardiorespiratory symptoms and a feel- 
ing of anxiety, a premonitory sense of discomfort and pain. She believes 
that many traces of the anxiety pattern experienced during birth remain 
to form the substratum of anxiety in later life, 

According to Freud [5], real anxiety is not possible until the ego de- 
velops, which occurs after birth. It is “the business of the ego” to protect 
the individual from dangers by means of anxiety. This the ego accomplishes 
by discovering “the most favorable and least perilous method of obtaining 
Satisfaction, taking the external world into account.” Freud [7] regarde 
the entire birth process as the prototype of anxiety. Birth constitutes the 
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first great danger which an individual faces. It entails separation from the 
mother’s body and functioning as an independent organism. This includes 
using new and untried respiratory and cardiac systems immediately after 
the moment of birth. If they fail, it means death. Instead of being fed, the 
individual has to work to get his food. Psychologically, the individual suf- 
fers separation from the mother with an overwhelming sense of loss. He 
experiences loss of security, of warmth, of protection, and fear of new, 
Strange, and terrifying experiences. This psychological reaction has been 
called separation anxiety. 


Premature and Difficult Births 


The preceding paragraphs were concerned with some of the general 
problems related to the birth process. The following discussion deals with 
the process of birth primarily from the point of view of the child; the 
mother’s reactions will be considered in a later chapter. There are some 
special hazards to which individuals may be subjected in the birth process. 
These include premature birth and abnormally difficult or dangerous birth. 
The individual who is expelled from the maternal uterus before he is fully 
developed and ready to be born is more vulnerable to the dangers and 
vicissitudes of life than others. There is good reason to believe that the 
mother’s psychological state plays an important role in premature birth. 
In reference to this point, Miller and Hutt state: + 
for both mother and child varies with 


That difficulty of the birth experience 
been the conclusion of a number of 


Certain social attitudes and practices has 
Clinical and experimental studies. In the opinion of many pediatricians, compli- 
Cations in the delivery room are more probable when the mother is disturbed 
by hate, resentment, envy, Or fear. Premature birth also seems related to 
Maternal attitudes. Interviews by Hall and Mohr with 66 mothers whose chil- 
dren had been born prematurely reveal that 41 had been opposed to pregnancy 
but had become reconciled to it as best they could. An additional 14 were still 
Opposed to having children at the time of birth. In view of the theory of birth 
trauma we might expect premature babies to develop greater predisposition to 
anxiety than full-term children because of less adequate physical defenses against 


traumas, weaker powers of recovery and earlier stimulation of the sensory 
Organs. This deduction is supported by the empirical studies summarized by 


Greenacre. Compared to full-term children, the premature have been found 
during the first year to be more sensitive to all stimuli, to persist longer in baby 
talk, to have a higher proportion of stutterers, enuretics, and thumb-suckers, 
and to develop more slowly in manual and motor control. At all ages up to five 
years, the premature children show a greater incidence of such rated criteria of 
anxiety as distractability, trembling and frequent urination. 


* Daniel R. Miller and Max L. Hutt, Value Interiorization and Personality De- 


velopment, Journal of Social Issues, Vol. 5, 00- 4, p. 5, 1949. 
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Greenacre [11] also states that there is a high incidence of intracerebral 
hemorrhage in prematurely born babies. This is the result of penal 
birth rather than of the birth process itself. The skin and retinal vessels © 
prematurely born babies are much more fragile than those of full-term 
infants. , 

If labor is long and difficult, the child may suffer from anoxemia, which 
may result in permanent damage to his nervous system. Greenacre p1] 
believes that cerebral injury resulting from birth is very much more cor 
mon than one might suppose. In addition to intracranial hemorrhage ee 
on autopsy in many stillborn infants, many live infants who show no clinical 
signs of brain injury are found to have blood in the spinal fluid up to me 
months of age. She mentions that Ford in a study of 423 infants foun 
blood in 14 per cent of spinal fluid samples taken routinely on all of them 
shortly after birth. Difficult births in which instruments are used tend tO 
result, according to some studies, in infants who are less energetic than 
others, anxious, restless, irritable, and distractable and who frequently i 
come stutterers [13]. Difficult and premature births, then, place an adde 
burden of danger, pain, and anxiety on the individual who experiences 
them, above and beyond the anxieties and discomforts generated by the 
normal birth process. i 

The period of prenatal development which culminates in the climax z 
birth is at present under intense study and investigation. Little is as ye 
clearly understood, but what has been learned has been of tremendov™ 
importance, not only to the field of psychiatry but to all medicine. Our tas 


P . 5 i . is 
is to determine how some of the theories affect the nursing care which ! 
given to patients. 


SIGNIFICANCE OF PRENATAL PERIOD FOR THE NURSE 
Dependency Needs 


This early period of growth and development is still largely a terra T 
cognita, or unknown land. Much vital research is being carried on to dis 
cover more about it. Yet, imperfect as our knowledge is, the prenatal perio 
has important implications for the nurse, both in understanding and M 
caring for her patients. Some universal traits in adults have their roots 1” 
this period. This includes the strong inclination of all human beings tO a 
dependent. The wish to be taken care of by someone, to have all nee Š 
magically satisfied, has its origins in intrauterine life. Post-uterine life, or 
the other hand, encourages independence. Between the two conflicting 
drives of dependence and independence the individual wages a lifelong 
battle. In adults we see the wish for dependence manifested in the apse 
of some people to “get something for nothing,” as in gambling. om! 
from the world by sleep, forgetfulness, and unconsciousness, especially y 
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the use of sleeping pills, drugs, and alcohol, are other manifestations of 
dependent drives. Vacations in which we visit beautiful far-off places, as 
well as the use of machinery and all kinds of laborsaving devices which 
make effort unnecessary, may owe some part of their appeal to dependent 
needs. These examples are but a few which indicate the strength of the 
urge for dependency and a return to the happy period of prenatal life. 


Dependency and Illness 


Illness, which makes it necessary for a person to spend his days in bed 
and have all his needs taken care of by others, enables him to make a kind 
of return to life in utero. The wish to be ill, concurrently with the will to 
recover, greatly complicates the whole problem of illness. Since every hu- 
man being has strong dependency needs, it becomes a difficult problem 
for the nurse and the physician to determine when these needs should be 
satisfied and when they should be curbed. 

A passive, dependent state is one in which maximum growth can take 
Place and restorative powers are best able to function. “Rest in bed” is 
Still one of the best therapeutic measures. Yet the wish to continue to be 
cared for, which one can see in some cases of chronic invalidism, can al- 
most become an illness in itself. Opposed to “rest in bed” is the principle 
of early ambulation. Each of these therapeutic principles can be either 
helpful or harmful, depending on the particular dependency needs of the 
Particular patient. It is not easy for the nurse to meet the dependency 
needs of the bed patient, for the totally dependent infant or patient arouses 
reat anger and resentment in her as the burden of trying to satisfy his 
Insatiable needs grows heavier and heavier. 

Strong dependency needs in the patient also awaken the unsatisfied de- 
Pendency needs of the nurse herself. Unless she is aware of this, she has 
a tendency to be harsh and unsympathetic with the patient. However, she 
can try to understand the patient's needs and give him as much attention 
and care as she thinks is therapeutically desirable for him. She should also 
Tecognize her own limits, so that she will not feel impelled to give more 
than she can afford to give. In this way, she will be able to achieve a rea- 
sonable balance between the patient's and her own dependency needs. Some 
nurses feel that they have to give unstintingly of themselves to the point 
of their own emotional exhaustion. To do so is detrimental both to them- 


Selves and to their patients. 


Preventive Psychiatry 


; That prevention is better than cure would seem to be a truism in mental 
illness aswell as in any other form of illness. The whole public health field 


in medicine is dedicated to attempting to prevent all types of illness. How- 
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ever, it must be stated that there are those in psychiatry who believe that 
the time has not yet come to talk of preventing mental illness, since neither 
its causes nor its treatment is definitely established. Yet, in spite of the lack 
of absolute knowledge, a great deal is known about mental illness which 
other workers feel should be utilized to mitigate suffering without waiting 
for the day when the scientifically proved facts are determined. ‘These 
workers feel that what goes on in the interpersonal relationships within a 
family has a great deal to do with the mental health, or lack of it, of the 
various members of the family. i 
Certain pathological patterns of behavior are thought to be transmitted 
within a given family from grandparents to parents to children. For ex- 
ample, a rejecting mother frequently rears a daughter who will in turn 
reject her child. It appears that whenever one member of the family can 
change his way of reacting toward other members of the family, a recipro- 
cal shift occurs in the reactions of all other members of the family; that is; 
the whole family pattern changes. Therefore, anything that will prevent 
a pathological family pattern from repeating itself endlessly is highly de- 
sirable. The therapy of any individual member at any time of life seems 
to have some preventive effect. However, the older a person is, the more 
difficult it is for him to change. Therefore, the ideal time to intervene for 
the prevention of mental illness would be during the prenatal period. The 
treatment of the parents before the child is born offers the best chance 


for ensuring that the new individual gets a good start toward a healthy 
mental life. 


Psychiatric Treatment for Expectant Mothers 


Just as treatment of the expectant mother with syphilis is an important 
step in eliminating syphilis in the infant, so the treatment of anxious, hos 
tile, or rejecting mothers offers the best chance of preventing unfortunate 
psychological effects on the child. Many prenatal clinics now offer psychiat- 
tic consultation and treatment services for mothers who need it. Community 
mental health clinics and the obstetrical and psychiatric outpatient hospita 
clinics are also doing much in this area. Mothers are not the only relatives 
who may need treatment. Therapy for fathers is equally important, and in 
some instances grandparents are also brought into treatment [1]. 


« 


The Role of the Nurse in Preventive Psychiatry 


Nurses can play a very important role in the prevention of mental illness 
by recognizing signs of maladjustment in the family. Their knowledge > 
available psychiatric facilities in the community and their ability to pee 
psychiatric information and possible psychiatric referral in such a-way thé 
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it will not frighten or distress the family can be most useful. The nurse can 
also often play a supportive role for the anxious mother during pregnancy. 
Caplan [2] believes that the nurse has a better opportunity to help the 
pregnant mother than any other professional worker. He writes, “The nurse 
has the broadest contact with the mother and her human and physical en- 
vironment.” He sees her role as that of “the wise sister, who is on the spot 
in time of trouble.” In his excellent article “The Mental Hygiene Role of 
the Nurse in Maternal and Child Care,” he makes valuable suggestions 
regarding ways of meeting this opportunity and responsibility. The nurse 
can also be of assistance to the prospective father. Classes for prospective 
fathers during the prenatal period are helpful in preparing him for the role 
of fatherhood. Prospective fathers often have very difficult emotional prob- 
lems. Psychiatric help for fathers during this period often makes for a bet- 
ter marital adjustment as well as a happier childhood for the new member 
of the family [3]. 


Summary of Prenatal Period 


In the prenatal and birth period, the developmental task is to produce a 
healthy living baby with the fundamental physical and psychological struc- 
tures well enough developed so that he can survive. The newborn baby 
comes into the world with a definite physical and psychological inheritance. 
He also faces certain environmental and cultural influences that will modify 
these inherited characteristics. During the prenatal period he goes through 
a stage of unparallelel growth, greater than will ever occur again. At the 
end of the prenatal period, all the important structures are well developed 
and ready to function in response to stimuli in the external environment. 

In each period, or stage, of growth certain tasks must be accomplished. 
Each new stage of development is integrated in turn into the personality, 
so that in his lifetime the individual should have experienced the major 


satisfactions and solved the particular emotional problems of each stage. 


However, vestiges of each period remain throughout life, as we shall see 
when each period is examined. There is also considerable overlapping from 
one period to another. This is normal for all individuals. Some individuals 
are not able to solve the particular problems of a given stage of develop- 
ment. They are then unable to progress to the next stage. This is often 
referred to as a fixation. In psychological development, one cannot bypass 


Or omit a stage and go on to the next. 


REFERENCES 


h Expectant Mothers: A Group Psy- 


1. Caplan, Gerald: Mental Hygiene Work wit 
January, 1951, pp- 41-50. 


chotherapeutic Approach, Mental Hygiene, 


38 


UNDERSTANDING THE PATIENT 


. Caplan, Gerald: The Mental Hygiene Role of the Nurse in Maternal and Child 


Care, Nursing Outlook, January, 1954, pp. 14-19. 


. English, O. S., and C. J. Foster: “Fathers Are Parents Too,” G. P. Putnam's 


Sons, New York, 1951. 


. Ferenczi, Sandor: Stages in the Development of the Sense of Reality, in “Sex in 


Psychoanalysis,” Basic Books. Inc., New York, 1950, p- 219. 


- Fodor, Nandor: Search for the Beloved, Psychiatric Quarterly, October, 1946, 


p. 558. 


. Freud, Sigmund: “An Outline of Psychoanalysis,” W. W. Norton & Company, 


Inc., New York, 1949. 


. Freud, Sigmund: “The Problem of Anxiety,” translated by H. A. Bunker, W. w. 


Norton & Company, Inc., New York, 1936. 


. Gerard, Margaret W.: Emotional Disorders of Childhood, in Franz Alexander 


and Helen Ross (eds.), “Dynamic Psychiatry,” University of Chicago Press, 
Chicago, 1952, p. 172. 


. Gesell, Arnold, and Catherine S. Amatruda: “The Embryology of Behavior,” 


Harper & Brothers, New York, 1945, pp. 101-102. 


. Greenacre, Phyllis: The Biologic Economy of Birth, in “The Psychoanalytic Study 


of the Child,” vol. I, International Universities Press, New York, 1945, pp- 31-52. 


. Greenacre, Phyllis: “Trauma, Growth, and Personality,” W. W. Norton & Com- 


pany, Inc., New York, 1952. 


. Miller, Daniel R., and Max L. Hutt: Value Interiorization and Personality De- 


velopment, The Journal of Social Issues, vol. 5, no. 4, p- 5, 1949. 


. Montagu, M. F. Ashley: “The Direction of Human Development,” Harper g 


Brothers, New York, 1955, p: 103. 


. Rank, Otto: “Trauma of Birth,” Harcourt, Brace and Company, Inc., New York, 


1942. 


- Ribble, Margaret A.: Infantile Experience in Relation to Personality Develop- 


ment, in J. McV. Hunt (ed.), “Personality and the Behavior Disorders,” vol. I, 
The Ronald Press Company, New York, 1944, chap. 20. 


. Sontag, L. W.: Differences in Modifiability of Fetal Behavior and Physiology: 


Psychosomatic Medicine, April, 1944, pp. 151-154, 


4 Infancy 


Struggle for Physiological Stability 


ps f é ere, means the period from birth to one year 
age. The infant in the first few months after birth struggles to establish 
and maintain physiological stability. His breathing is shallow, rapid, and 
irregular. Because his respiratory rhythm is not well established, he may 
n threatened with anoxia and concomitant terrified feelings of choking. 
pin circulatory system, including the blood supply to the brain, is also 
nstable, His motor activities are largely random uncoordinated move- 
ca There is a fluctuation of states of consciousness, with the distinction 
mers sleeping and waking not well defined. He may have difficulty in 
Sena and eliminating. Hiccoughs may be a frequent occurrence. Recent 
Paap seem to show that conditions which simulate or approximate intra- 
ne life help the infant during this difficult transition period. This 
would call for such measures as keeping the baby warm, giving him a feel- 
Ing of support by wrapping him snugly in blankets, propping him up with 
i and holding him closely. (Other ways of reproducing prenatal 
pings of security include protecting him from strong sensory stimuli, 
tocki as loud noises and bright lights, and calming him with rhythmical 
ing motions by walking with him or rocking in a rocking chair [4, 5]. 


The term infancy, as used h 


ROLE OF THE MOTHER IN ESTABLISHING 
PSYCHOLOGICAL PATTERNS 


Ribble [4] has pointed out the important role which the mother or nurse 
plays in helping the infant to establish the new physiological patterns of 
the Estoy period, such as new patterns of breathing and. circulation of 
of i These patterns are established gradually with the development 
tahe autonomic nervous system. Ribble also believes that the way the 
the = Or nurse cares for and handles the child plays an important role in 

ate ‘and effectiveness of the organization of these new patterns. A 
39 
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warm and loving mother or nurse can help the child establish regularity 
of breathing, feeding, and circulatory patterns by cuddling, bathing, feed- 
ing, diapering, and other details of daily care. Too little physical or psycho- 
logical contact with the mother figure, alterations in daily routines, depriva- 
tion of the mothering person, or substitutions for her, can result in poor 
circulation, irregular breathing, and feeding difficulties. If these deficiencies 
in care are not corrected, the infant’s growth and development may be 
seriously affected. If the child were severely deprived of mothering for an 
extended period, he might die. 


Personality Development 


The mother, by means of her handling and manipulation in caring for 
the needs of the child, not only helps to stabilize his physiological responses 
but also promotes the development of the child’s personality by establish- 
ing emotional responses to her. In the very young child, this occurs first by 
the stimulation of sensory experiences. The infant has already been pre- 
pared for this by the stimulation of the peripheral nervous system by ne 
of friction on his body skin surface during the passage down the birth 
canal. This initial sensory stimulation is reinforced by the pleasurable 
sensations which the child experiences as he is cared for by his mother. 

Ribble [4] states that the three types of sensory experiences which the 
infant is most responsive to are tactile, kinesthetic, and auditory. The tac- 
tile sense, or sense of touch, in the infant is most highly developed in the 
area about the mouth, face, and head. The infant experiences pleat 
primarily by means of his mouth. The nerve endings around the sary 
are well developed, as one might expect, since the sucking reflex must b 
ready to function at birth if the child is to survive. In sucking, the chil 
experiences a pleasurable sensation above and beyond that of getting 
nourishment, so that after the nipple is removed the infant will continue pa 
suck until satisfied. Since the infant receives his greatest satisfaction 
means of his mouth, this stage is often called the oral phase of personality 
development. 


Oral Gratification 


Everything the child can grasp goes into his mouth, This is the most 
satisfactory way of exploring his universe. He tries to incorporate his en 
vironment into himself in order that he can taste it, feel it, and enjoy it. 
is his best way of comprehending an object at this stage of developme" 
It is important that the infant have an opportunity to satisfy his oral nee 
at his mother’s breast as part of the beginning mother-child relationship: 
Benedek [1] emphasizes the importance of breast feeding for tht develop 
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ment of the mother-child relationship. She states that feeding at the 
mother’s breast not only provides nourishment for the child but also com- 
municates to him a feeling of security. As in the prenatal state, he is again 
united with his mother. As he feeds, he focuses his attention on her breast. 
He puts the nipple in his mouth and also withdraws from it and from the 
mother. After he has satisfied his hunger, he continues to suck for awhile 
enjoying pleasurable tactile sensations. Later, he learns to substitute his 
fingers for the nipple. In this way, he learns to achieve gratification from 
his own body, thus becoming independent of his mother. He also becomes 
aware that he and his mother are separate individuals. As he learns to 
externalize his mother, he begins to follow her with his eyes. This consti- 
tutes a step in the development of visual ability. 


Tactile Stimuli 


Ribble [4] describes the satisfaction which the child derives from being 
held, handled, and fondled by the mother and feels that this activity stimu- 
lates and facilitates breathing and digestion. Infants who do not have this 
physical contact with the mother may develop a tendency to swallow air 
and to suffer from colic, constipation, and vomiting. To compensate for 
the lack of body support which the uterus provided, the child needs to be 
held and gently rocked. The old-fashioned cradle, the rocking chair, and 
the baby carriage are helpful, especially in the first few months of life, in 
Casing the transition from uterine life and giving the child a sense of secu- 
rity. Babies who are not rocked often develop head rolling, body rocking, 
and other repetitive motor activities. Many babies who habitually cry at 
night stop doing so when they are rocked more frequently during the day. 


Auditory Stimuli 


Auditory stimuli provide the third important type of sensory experience 
Which promotes personality development and the formation of the mother- 
child relationship. The auditory sense is well developed at birth. Sullivan 
Writes: 1 

Since it can be demonstrated that that nerve [the auditory] is functionally 
adequate before birth, it seems to me perfectly possible to speak of even the 

irth cry as being heard by the infant; certainly very soon after the institution 
Of the breathing cycle, the infant hears himself cry. 

of the most effective means of eliciting 
affection. The mother’s response to the 
f coming to the child and caring for his 
» W. W. Norton & 


The crying of the infant is one 

aatorhal care and expressions Of 

ty of the baby is not only one O 

Gene? S. Sullivan, “The Interpersonal Theory of Psychiatry,’ 
y, înc., New York, 1953, p- 52- 


42 UNDERSTANDING THE PATIENT 


physical needs but also of giving him a feeling of security by the soothing, 
reassuring tone of her voice as she talks to him. This has the important 
psychological effect of reducing his ever-present anxiety that he will be left 
helpless. The mother’s voice also evokes in the child a need to respond to 
her, first by joyous wriggling movements, then by a smile, later by cooing: 
gurgling noises, and finally by speech. If the mother or mothering person 
does not speak to the child when she cares for him, his personality does 
not develop as it should. He may be sluggish in all his emotional responses. 
If the mother is depressed, hostile, or anxious, the child senses this. The 


emotional state of the mother is communicated to the child primarily by 
her voice. 


Visual Stimuli 


The visual sense also plays an important role both in the development 
of the child as an individual and in the development of the mother-chil 
relationship. It is probable that the young infant is not able to focus his 
eyes well or see objects distinctly. At first he probably finds the breast more 
by touch, and possibly smell, than by sight. Gradually, he becomes visually 
aware of his mother’s breast. As he nurses, his gaze roves to her face, an 
as he hears her voice talking to him, he begins to concentrate his attention 
on her face, where the sound seems to be coming from. His eye muscles 19 
the meantime are also growing stronger, so that he is able to fix his gaze- 
He begins to be able to focus, and the features of his mother’s face become 
more distinct. He also begins to turn his head and follow her with his eyes 
when she comes near to care for him. Again, auditory stimuli—the ee 
of her footstep and the tone of her voice—are factors in drawing his at 
tention to her. Benedek [1] says, “The infant’s glance appears to greet me 
mother, his intent stare at her seems to grasp her and to hold onto he 
with his eyes before he can grasp her with his mouth.” 


Beginning of Self-concept 


This is the beginning of the child’s perception of objects outside of ae 
own body and the differentiation between himself and objects in his e” 
vironment. At first there is no distinction for him between himself and ht 
environment, between what is himself and what is not himself. His own 
foot, a toy, his mother’s breast are all a part of himself. Gradually he i 
gins to differentiate the “I” from the “not-I,” to differentiate himself fro 4 
his world. The discovery of his ego boundaries is the first step in his rr 
development, in his awareness of self. He also becomes aware of pis 
mother as separate and external to his own body. He gradually builds p 
concept of Mother from a constellation of sensations, the sound of 
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voice, the warmth and scent of her body, and then the appearance of her 
face. She becomes the first person in the infant’s world. He learns to recog- 
nize her as a person. She becomes his first love object, the first person to 
whom he feels some outgoing desire to relate himself. This relationship is 
the basis for all future relationships with other human beings. If the mother 
is warm and affectionate, the child will not fear his contacts with other 
human beings. If, however, she is cold or rejecting, he may grow up with- 
drawn, lonely, and suspicious of others. 


Mother as Child’s Contact with Reality 


The relationship with his mother affects not only his ability to relate to 
other people but even his ability to relate to his environment. Spitz [9] 
has shown that infants who do not experience an early attachment to a 
mother or mother figure (as frequently happens to infants in hospitals and 
Other institutions) are not interested in their environment. Such infants are 
dull and listless. Unlike other children, they have no interest in toys Or 
other objects. They seem oblivious to the sights and sounds about them. 


Spitz believes that without the love and affection of the mother, the child 


cannot orient himself in his world. His perception of the world is experi- 
her face to see if 


enced through his mother. He watches the expressions on 
She is pleased or displeased. He listens to the tones of her voice to discover 
her mood; he senses whether the environment is safe or hostile by his 
mother’s emotional security or anxiety. His perceptions are stimulated so 
that he takes a keen interest in what is going on about him. As the result 
of his sharper observation of the external world, his sense of reality is 
developed. The child who lacks this experience tends to daydream. When 
confronted with reality, he feels bewildered and lost. Spitz says that a child 
without the sense of security which contact with his mother gives him is in 
a Worse situation than a stranger in an unknown country without a map or 


without knowledge of the language spoken. 


SECURITY—THE BASIC NEED OF THE INFANT 


The basic need of the infant is the need for security. He must feel as- 


Sured that his physical and emotional needs will be met. These needs in- 
clude adequate feeding, sleep, warmth, and protection from injury. He also 
requires human companionship. He needs to be smiled at, to be held close, 
to be rocked and fondled to satisfy his need for rhythm and motion. He 
Needs to be encouraged to develop his muscles and gain coordination. But, 
Most of all, he needs the love and affection of his mother. It has been said 
that every baby needs the uncritical adoration of his mother during the first 
few years’of life. This need persists in later life in the feeling that everyone 
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needs to be loved by someone, not for what the world thinks of him, but 
for himself. Some people fear that too much affection will “spoil” a baby. 
This is groundless. The infant needs to experience abundant oral gratifica- 
tion and emotional security in order to master the feelings of anxiety related 
to his helplessness and to be able to withstand the frustrations of later life, 
when his needs and desires often conflict with the demands of society. 
Infancy should be a period of freedom from responsibility. An individual 
who does not experience this period as one of security is likely to Bo: 
through life feeling cheated, dissatisfied, tense, and anxious [2, 4]. 


Autoerotism, or Narcissism 


During this period in his development, the infant is completely con- 
cerned with himself and his own bodily sensations. He is aware only © 
himself; he makes great demands for love on others but is able to give 
none in return. Autoerotic and narcissistic are both good descriptive terms 
for the infant. The term narcissism derives its name from the legendary 
Greek youth, Narcissus, who fell in love with his own image and was able 
to love no one but himself. 


Pleasure Principle 


The infant is thought to be able to distinguish only two emotional states, 
pleasure and the absence of pleasure, or to use another pair of terms, ee 
fort and discomfort. The uncomfortable, disturbing feelings are closely 
related to physiological states of tension. For the infant there is nO cleat 
distinction between physiological and psychological states. He strives pi 
ways to maintain himself in physical and emotional comfort. He canno! 
bear to be denied that which gives him pleasure or relieves him of discom- 
fort. Freud [3] called this the pleasure principle. The infant wants E 
wishes granted immediately. His instinctual urges are strong, and he ha 
no ability to postpone his needs. If he is hungry and his feeding is slow 
in coming, he immediately becomes anxious. He may cry in anger ay 
rage at the seeming desertion of him. For the infant, what is not at wae 
does not exist. If his mother leaves the room, he feels that she has gone ov 
of his life. 


Total Response to Stimuli 


The infant expresses his anger in the same way that he reacts to pain oi 
discomfort, by a total or mass response; that is, he screams, kicks his legs 
waves his arms, and grows red in the face. He reacts with his whole ay 
The longer he is denied, the more anxious and frustrated he becomes. Hi 
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anxiety can build up to a state of panic in which he is overwhelmed by 
feelings of helplessness and uncontrollable rage. Therefore, it is very un- 
wise to let a very young infant cry without coming to his aid. Nurses often 
see these same reactions develop in some hospitalized patients who first 
become anxious, then enraged, and finally panicky when their call light 
remains unanswered for too long a period. The panic is not difficult to 
understand when one realizes that the patient, like the infant, is helpless 
and totally dependent on others for his vital needs, and that emotionally, 
also, he is dependent on the nurse for love and security. Psychiatric patients 
Suffering from anxiety often react similarly. When they are secluded in a 
room by themselves, they are overwhelmed by their emotions and may go 


into a state of panic. 


Anxiety in Child and Mother 


The anxiety of the infant is primarily concerned with obtaining his basic 
needs, food, warmth, comfort, etc. He is dependent on his mother or the 
mothering person for supplying these needs. If she responds to these needs 
promptly and if she is calm and assured in her manner, the infant’s anxiety 
Subsides rapidly. However, as Sullivan [10] points out, if she herself is 
tense and anxious, she may not notice the infant's appeal or, if she does, 
may respond belatedly. She may supply his needs in a perfunctory manner, 
or even with impatience and irritability. Even though she may perform 
the same services as she does when she is unanxious, such as feeding him, 
changing his diapers, picking him up, the quality of response has changed. 
It is an unsatisfactory and unpleasant experience for the infant. Instead 
of decreasing, his anxiety increases further. This, in turn, usually tends to 
augment the mother’s anxiety, and a vicious circle is established. 

; The best antidote for the anxiety of an infant, or of a patient, is the secu- 
rity, calmness, and poise of the person ministering to him. The emotional 
state of the mother or nurse is far more potent in alleviating the anxiety 
than the specific procedures she uses. The sense of security which emanates 
from the mother or nurse enables the child or patient to master his anxiety 
and increases his ability to carry On- On the other hand, anxiety in the 
mother or nurse prevents her from performing her duties effectively and 
makes her unable to meet the needs of the child or patient. 

If the child’s basic needs are not met, he becomes first enraged and then 
panicky. This occurs, in particular, when there is no adult intervention to 
help him alleviate his tension Or when the significant adult is also anxious. 
This tends to increase the child’s anxiety. Sullivan [10] describes two tech- 
niques or dynamisms by means of which the infant tries to protect himself 
from panic. These are the dynamisms of apathy and somnolent detachment. 
Apathy isused to reduce the intensity of his needs. For example, a hungry 
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infant who is made to wait beyond a certain point will nurse listlessly. 
Somnolent detachment is used to protect the infant from anxiety of long 
duration and consists of a tendency to drift off into sleep in order to take 
the edge off the anxiety. These techniques, though they protect the infant 
from being overwhelmed by his anxiety, can be very damaging. They m- 
hibit his development and growth. These dynamisms can also be seen 1m 
children suffering from maternal deprivation and in certain psychiatric pa- 
tients, notably schizophrenic patients. 


Weaning—Its Psychological Implications 


Weaning, in Western culture, is a process which usually comes in the 
latter months of the period of infancy. In some cultures there is no wean” 
ing period. Children of five and older are allowed to nurse occasionally if 
they wish. In our culture, however, infants are usually weaned when denti- 
tion is established, before they talk or walk. Children once weaned ee 
not permitted to revert to the breast even occasionally. The change f 
feeding from the breast or bottle to solid food is not an easy one at best. 
Psychologically, the infant regards the withdrawal of the breast as 4 dep- 
rivation. Also, weaning forces him to take another step toward greater 
responsibility and independence. He therefore feels that something desi" 
able is being taken away from him and something, in many ways undesit- 
able to him at the moment, is being forced on him. This is the first ke 
many similar steps in his future growth and development. The way - 
weaning process is managed may determine his reaction pattern to critici 
events in his life in the future. t 

The weaning process should be a gradual one. The infant needs a n 
deal of emotional support to help him through this period. In preparatiot 
for the readjustment from the breast to self-feeding, the infant should no 
developed sufficient skill in grasping objects so that he can handle a spon 
and a cup and be able to carry them to his mouth. The bottle generally 
continues to be desired by the infant occasionally even after he takes 50 a 
foods and is able to drink from a cup. Allowances should be made Sr 
regression to the bottle and a wish to be spoon-fed by mother in perio“ $ 
of anxiety, especially during and after illnesses and other emotionally o 
turbing situations. Since progress from one state of development to anothe! 
never goes entirely smoothly, tolerance for regressions is necessary: 
gression is usually transitory unless the mother becomes anxious an 
focuses attention on it. . 

One should not take anything away from a child which he values highly 
without replacing it with something else of value to him. Accordingly, 
ing a period of deprivation the infant needs additional assurance of 
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and will not fear to take the next step in his development. Too abrupt or 
too harsh withdrawal can provoke anxiety and a refusal to give up the old 
behavior. This pattern is encountered not only in the weaning process of 
infants but also in the weaning of adults from physical and psychological 
symptoms. The same principles hold good whether one is trying to get a 
bedridden patient to walk or a fasting schizophrenic patient to eat again. 


PRESPEECH AND NONVERBAL COMMUNICATION 


The infant communicates with his environment and especially with his 
mother or the mothering one first of all by means of his cry. This is his 
most direct and most potent way of getting a response to his needs. The 
cry of the young infant is the same whether he is hungry, in pain, or 
frightened. The infant also speaks with his whole body. He stiffens with 
rage, thrashes his arms and legs about, and grows red in the face, as has 
been described earlier. Later in infancy he learns to smile at his mother 
and to use gestures to express his feelings. He pouts, his eyes fill with tears 
when he is offended, he jumps UP and down with joy, he bangs his fist in 


impatience or anger. 

He also makes cooing sounds and gur 
The infant seems to use these sounds for 
an attempt to express his needs. From the great variety of sounds which 


he produces he begins to select those which sound similar to the sounds 
and words he hears spoken around him. Sullivan [10] noted that an infant 
whom he was observing was making sounds that seemed English and in 
the thythm of English speech, but no distinct words could be identified. 
This period of cooing and gurgling develops the vocal apparatus. It is a 
Preparatory phase for the development of verbal spzech and communica- 
tion which comes later. A child will not learn to speak if he is deaf or if 
he is so isolated from human beings that he hears no speech. He must be 
stimulated to learn to speak by the individuals in his environment talking 
to him, While he cannot understand the meaning of the words spoken to 
him, he does apprehend the feeling-tone in the voice of the person speaking. 


gling noises while lying in his crib. 
his own enjoyment rather than in 


Nonverbal Communication and the Nurse 


It is very easy to overlook the fact that nonverbal communication, which 


is the sole language of the infant and which is essentially the language of 
feelings and emotions, continues to play an extremely important role 
throughout the life of every individual. We are just beginning to learn to 
Observe the ways in which nonverbal communication takes place. It is 
important for the nurse not only to deepen her understanding of her pa- 
tients who can communicate with her verbally but also to try to understand 
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those patients who are again reduced to nonverbal forms of <a 
Nonverbal communication is encountered in patients who are so physic a 
ill and weak that they do not have the energy to speak, in ei, 
patients, and in mute schizophrenic patients. The nurse learns that we 
important for her to talk to these patients even when they cannot me an 
She also becomes aware of how important the tone of her voice is and a 
much it can communicate even when the patient cannot comprehend 
meaning of her words [6, 7, 8]. 
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5 Early Childhood 


Transition from Infancy to Childhood 


The period between the ages of one and three years is called early child- 
hood, A milestone of development occurs around the age of one. The 
infant loses his soft, round baby appearance. He grows rapidly taller, his 
arms and legs lengthen, and he no longer looks like a baby but like a child. 
The child begins to gain muscular strength and better motor organization. 
He sits, crawls, climbs, and finally learns to walk and run. He becomes 
More skillful in using his hands, not only for grasping large objects but 
also for finer and more specialized uses. The child’s growing mastery of 
his body becomes a source of tremendous joy to him. He is no longer help- 
less, He can go after objects that he wants. He can run away from what 
he fears or wants to avoid. At the same time, his freedom of movement 
further removes him physically from his mother. 


The Beginning of Independence 


gan when he was parted from her body by 
birth and then from her breast by weaning, and now the ability to walk 
deprives him of the protection and security of her arms. When he first sets 
Out to explore his environment, it seems strange and fascinating. But it 
Can also be hostile and dangerous. Everyone remembers at some time 
_ Watching a child of this age approach a strange new object. Before he 
touches it he will often pause and look questioningly at his mother. He 
wants to see from the expression on his mother’s face whether or not it is 
Safe for him to touch the object. : 
_ The child of this age explores his world by touching and handling ob- 
J€cts, as the infant experienced his world by putting things into his mouth. 
These attempts to apprehend the world about him have had the term 
reality testing applied to them. The mother’s attitude toward his new-found 
freedom is important to his future development. If she gives encourage- 
49 


The separation process be 
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ment and approval to his exploratory attempts and, at the same time, pro- 
tects him from harm, he will develop confidence in meeting new experi- 
ences. If she is anxious or overprotective, she will inhibit the development 
of his innate capacities. If through her negligence he is injured, he will 
regard the world as a hostile, dangerous place. 


Speech 


An infant, as is indicated by the derivation of the word, is literally i 
person who does not speak. Sometime during the period of early child- 
hood, between the ages of one and three, most individuals acquire the 
power of speech. Speech is the chief characteristic which distinguishes 
human beings from other animals. It appeared very late in human some 
ment and is a marvelously complex and sensitive faculty. The gift of spe 
enables one individual to communicate his thoughts and ideas to another 
It is not strange that many primitive peoples, young children, and a 
phrenic patients often attribute magical qualities to speech. Speech is pi 
easily acquired. A child learns to speak only in a secure environmen. 
Speech is easily lost by a child when he is faced with emotional difficult! 
or weakened by prolonged illness. wae 

Speech is another great step forward toward independence. It gives a 
child an even more effective tool for exploring and influencing his enviro. z 
ment than taste, touch, hearing, sight, or motor activity. He can now ma 


his specific needs known to others. Speech also makes it possible for n 
to learn from the experience of others. However, though the child Tion 


learns to use speech to make known his material needs, he finds it di 
to express his feelings in words and still tends to demonstrate these by # 
behavior. In fact, children do not really feel able to express themselV® 
easily by verbal means until their school years. Many adults through” 
their lives are uncomfortable with words and prefer nonverbal means ʻa 
expression. Often they have come from homes where as children they we n 
taught that “children should be seen but not heard.” Such individuals © a 
have great difficulties in their interpersonal relationships because they = 
unable to talk over misunderstandings and misinterpretations with othe 


MOTHER-CHILD RELATIONSHIP 


. . . as 
During the period of infancy, the mother or the mothering one ‘i 


needed primarily to supply the basic necessities so that the infant C° 
live. The mother and child together formed an organic whole—4 
symbiotic relationship. The mother was physiologically as necessary nts 
infant as a part of his own body. But now, in this phase of develop™ o 
the child begins to be less helpless physically. When he is hungry, her? 
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now feed himself. When he is threatened by danger, he can move away. 
If he is cold, he can cover himself or move to a warmer spot. But, as he 
becomes more independent of his mother to supply his physical needs, he 
becomes far more emotionally attached to her as a person. In infancy, he 
was primarily concerned with having his needs met rather than with the 
person who met them. Now no one but the beloved mother or mother 
figure who helps him to feel less anxious and gives him emotional support 
will satisfy him. He needs continued, prolonged contact with his mother 
during this period when many difficult things are demanded of him by 


Society [1, 4]. 


Modification of Instinctual Drives 


_ The mother uses the child’s need for her approval to mold his undis- 
ciplined wishes and desires to meet the demands of the society in which he 
must live. The first demand that our Western culture makes on him is that 
he learn sphincter and bladder control. Many other cultures let the child 
alone until he trains himself. The child regards his eliminatory processes 
quite differently from the adult. To the child, the emptying of his bladder 
and bowels produces pleasurable sensations. There is a release of physio- 
logical tension and discomfort in the act of urination. He also has other 
pleasurable sensations as he finds himself in a warm, wet environment 
reminiscent of his happy fetal state. 

The child also regards his feces as something quite pleasurable [3]. 
Anyone who watches a child of this age cannot fail to note the enjoyment 
he takes in playing with his feces. To him they are his first creative 
Production—a part of himself from his own body. He seems to take pleas- 
ure in their color, odor, warmth, and consistency. He feels none of the 
disgust that the adult feels. In fact, he is quite proud of his achievement. 
When he looks to his mother who usually regards his every act with un- 
critical approval, he is surprised to find that instead of the expected appro- 
bation, she seems to feel quite differently about the matter. Her expression 
shows disapproval and disgust. Thus, the child finds himself faced with a 
Puzzling dilemma. Here is something which he regards as pleasurable but 
which his mother, on whom he has come to depend more and more for 
affection, finds offensive. He repeats the experiment several times with the 


Same unhappy results. 


Application of Reality Principle 

m that there are certain 
elimination should take 
his pleasure in the 


_ His mother, moreover, begins to indicate to hi 
times and places when and where this process of 
Place. Gradually, he realizes that he must either give up 
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activity and curb his impulses to eliminate at will or else lose the love a 
his mother. If the mother has given generously of her love to the child, , 
is able to accept this limitation of his personal pleasure in order to abe 
her love and gain her further approval. Thus begins his first self-renuncla 
tion, his first attempt at voluntary control of his desires, his first givre 
something of himself in return for the love of another person. This * fe 
first step in the long process of education and self-discipline. This mo a 
cation of his instinctual wishes and needs to meet the demands of othe 
is referred to as the reality principle. 


Negativism 


The child discovers during the toilet-training period that the movemen 
of his bowels is one activity which his mother cannot force him to pe 
if he does not wish to do so. It is the one weapon that, weak and help. ive 
as he is, he can wield against the powerful adults in his life. He can ee 
or he can withhold. If he is angry with his mother, he can use the mae. 
tory process in an aggressive way against her, by withholding his ‘i of 
when she wishes him to defecate, thus setting a pattern for constipation a 
eliminating when she wishes him to retain his feces—the pattern for cre- 
rhea. He thus comes to focus his attention during this period on his ee i 
tory organs and for this reason this period is often called the anal pe” in 
Individuals who retain patterns of aggression which have their orig! 
this period are said to have anal-aggressive characteristics. during 

The child learns to say “No” before he learns to say “Yes,” and ¢ ism 
this stage he says “No” frequently. This tendency is called negativ! 

A certain amount of it is normal and natural during this period. It 18 
child’s first declaration of his rights as an individual. Negativism is 4 flu- 
fense against adult domination. It is the child’s way of resisting the ee 
ence of adults who threaten his emerging personality. If the mother un ress 
stands the meaning of this behavior, she will allow the child to we 
some of his hostility to her directly rather than encourage him to w 
his resentment. If she permits him to express his own individuality © of 
sionally, he usually outgrows this trait. However, if she is repressive a 
punitive, the child may rebel strongly and become very stubborn pic- 
negativistic. Negativism in its extreme forms may be seen in catato ar 
schizophrenic patients. On the other hand, many schizophrenic patients 1s 
overly compliant, usually the result of prolonged domination. In the C° 5a 
of psychiatric treatment these patients are often encouraged to learn tO 
“No” when asked to do something they do not wish to do. 
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CONFLICTS AROUND TOILET TRAINING 


Many difficulties can occur around toilet training. One difficulty arises 
when it is started too early, that is, before the musculature of the child is 
developed sufficiently for him to be able to sit upright and before he is 
able to understand what is expected of him and able to tell his mother his 
needs. Also, if training is started before myelinization of the nerves is com- 
pleted (which occurs during the first year), his nervous system is not suffi- 
ciently developed to give him control over his sphincters. An infant can, 
with very persistent efforts, be prematurely toilet-trained, but only by con- 
centrating all his faculties on this task and at great emotional expense. 
Later, if illness or emotional trauma intervene, this precarious control is 
destroyed. Such a child has not developed the neural organization or the 
emotional security necessary to regain control of his sphincters. It is then 
extremely difficult to retrain the child, with the result that he may have 
poor sphincter control even in adult life. 

An anxious or rigid mother can make toilet-training such an unpleasant 
experience for the child that it can lead in later life to anxiety states, com- 
pulsions, and phobias as well as to patterns for constipation, diarrhea, and 
other psychosomatic disorders of the lower gastrointestinal tract. Even 
when the training proceeds smoothly, this is a time of stress for the child, 
and there are frequently relapses and transient regressions in control. This 
should not make the mother anxious. In time, and in his own time, for 
each child has his own rate of development, the child will accomplish his 
own control if he is not made to feel guilty and ashamed. Many children 
develop strong feelings of shame in this period, induced by the attitudes of 
the adults around them. In shy, sensitive children this can spread to a 
loathing of the entire body as something shameful. Other children later 
transfer their sense of shame to the genital organs and thence to their atti- 
tudes about sex, marriage, and the birth process. 


Order and Cleanliness 


Another personality trait that originates in the toilet-training period is 
the child’s attitude toward cleanliness. As he begins to comprehend his 
mother’s disapproving attitude toward his excreta, he protects himself from 
loss of her love by adopting her attitude and regarding them as dirty. More- 
Over, he goes even further and includes anything dirty or disorderly in the 
Same category, as likely to bring maternal disapproval. It his mother is 
Overly fussy and strict, the child becomes overanxious In all matters of 
cleanliness. Such a child may become panicky if he gets a spot on his clothes 
during play. Mysophobia, or fear of dirt, syphilophobia, or fear of syphilis, 
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tr 


cancerophobia, contamination fears, scrubbing and washing compulsion! 
often have their origins in this period. 


Collecting 


When the young child gets the opportunity, he will attempt to hide his 
excreta or collect it. In later life, one of the counterparts of this pee 
is the impulse to collect things. Collections may range from objects ate 
art, stamps, coins, and specimens to very unusual things. Some galee 
have general or cultural value; others have meaning only for the individua 
who collects them. In mental hospitals it is common to find patients manne 
collections of bits of string, newspapers, and other odds and ends, whic 
they guard fiercely from the nurses and attendants. 

Attitudes about gifts, money, generosity, or parsimony derive from pa 
period. Money symbolizes feces, as one can readily recognize in the e 
mon expressions “filthy lucre,” “green stuff,” “to make one’s pile. Ha fai 
of thrift or extravagance often follow the individual’s anal pattern of ees 
or withholding. Children at this age love to be given gifts. They need anit 
crete expression and demonstration of the affection of adults for gee 
Gifts and toys are almost as necessary as food to them. Small, simple, a 
expensive gifts and toys please them most, but they want them at me 
frequent intervals in this period when they are learning to accept frustrat! 
and have a tendency to feel devalued. h 

During this period children should not be asked to give away OF $ an 
toys unless they spontaneously offer to do so. Children who feel jayo es 
secure during this period tend to be generous in later life. If too much am 
sure is put on them to give or if they feel deprived, they later feel the ‘ont? 
to save, or even hoard, money. Nurses have found in caring for a 
who have been emotionally deprived during this period of their aie $ 
that they respond better when given a cigarette, a piece of candy, © uch 
extra glass of milk by the nurse. Like the child, this tends to make § 

a patient feel like a valued person. 


his 


are 


Origin of Creative Activities 


asur? 
Another reaction of the child to his mother’s disapproval of his a e 
in playing with his feces is to substitute for the forbidden activity “* 
other form of activity, such as playing in sandboxes, making mud pie ‘ad 
engaging in all kinds of water play. In later life, sand, water, and pat ma 
relinquished for various art media, such as clay, paint, and drawing he 
terials. The transition between these two stages can be seen clearly it of 
use of finger paints, which successfully combines the paper and p Jay: 
adult art media with the water and smearing movements of the child's P 
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Individuals who experienced rigid toilet-training often recoil with disgust 
when finger-painting is suggested to them. They cannot tolerate the regres- 
sive implications of the activity. Most people, however, enjoy the simplicity 
and freedom in finger painting and doubtlessly also the socially sanctioned 
lapse into an early childhood activity. Not only painting but sculpture, liter- 
ature, music, and all creative activities whose purpose is to bring beauty 
into everyday life have their origin in this period of development. 


DEVELOPMENT OF SELF-CONCEPT 


In infancy the relationship between mother and child was one in which 
the two of them together functioned as a single unit. The infant had no 
clear concept of either his own identity or that of his mother. In the period 
between one and three years, the child begins to establish his sense of his 
own individuality and also begins to build up his concept of his mother. 
We see the child asserting himself by vigorous denial when the wishes of 
adults do not agree with his wishes. This, too, is the stage of many egocen- 
tric statements, for example, “Johnny want this,” “Me do that,” which later 
become, “I want. . . .” He is developing his ego identity, his sense of him- 
self as a person. He is also learning the difference between objects that are 
his and those that belong to others. His sense of possessiveness is very 
strong; it is his toy, his mother, his house. He is also becoming concerned 
with what other people, particularly his mother, think of him. Her opinion 
of him determines the value he places on himself. 


Beginning of Superego Development 


The child tries hard to please his mother so that she will think well of 
him. In order to accomplish this, he begins to incorporate her do’s and 
don’t’s into himself. This process marks the beginning of the development 
of his superego, or his system of values. He is now being enculturated, ab- 
Sorbing into himself those rules and regulations which will make him ac- 
ceptable to the family and the society into which he was born. 

Superego development is not an easy task for a child [1]. He forgets 
easily, and so many of the rules of society and the wishes of his mother 
Tun counter to his own impulses and desires. In order for him to succeed 
he must have a single individual, the mother or the mothering one, with 
whom he is in almost constant association to keep repeating these precepts 
Until they become a part of him. A single significant adult is also necessary 
to prevent him from becoming confused, as he would if several people at- 
tempted to transmit their values to him. He must also love his mother 
deeply enough so that he is willing to accept the frustration entailed in the 
Process, 


Stage 3 


Fic. 4. The stages of development of the superego. Stage 1. Extern al 
control; totally dependent on parental control. Stage 2. Partially in- 
corporated superego; still dependent on parental superego. Stage 3- 


Completely incorporated superego; independent of parental super- 
ego. 
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IMPORTANCE OF MOTHER 


Psychologically, the mother or mothering one is absolutely essential in 
this period of development. No one can substitute for her. Spitz [5, 6] has 
Said that this is a period when the mother should not leave her child unless 
absolutely necessary, and then only for very brief periods. If the mother 
80es on a trip, is hospitalized, or dies during this period, it is deeply 
traumatic to the child. He becomes apathetic, listless, grief-stricken, and 
Temains so until she returns or a new mothering person is accepted. If she 
should remain away for several months, irreversible damage may be done 
to the child’s personality development. 


The “Good Mother” versus the “Bad Mother” 


The child at this time is also forming his ideas about the personality of 
his mother, His dependency on her love and affection is so great that he 
idealizes her as the ever-good, ever-kind, ever-loving mother. He cannot 
accept her moments of irritability or her negative qualities as part of his 
mother’s personality. Therefore, he tends to split off any unpleasant char- 
acteristics and assign them to a different individual. Thus, for example, he 
develops a “Good Mother” and a “Bad Mother.” Sometimes the real 
Mother represents the “Good Mother” and a sister or grandmother is as- 
Signed the role of the “Bad Mother.” This is easy if the sister often teases 
him Or the grandmother scolds him. Sometimes he explains his mother’s 
irritable moods as a kind of transformation from the “Good” role to the 
“Bad” one, and he feels she is not herself at these times, much as in fairy 
tales the wicked witch (the Bad Mother) throws a spell on the good fairy 
(the Good Mother). 

Another solution, which can be more harmful to the child, is that when 
his mother is angry or displeased, it must be his fault. He feels that he must 
be a bad child, otherwise his loving mother would not act this way toward 

im. The child’s conception of his mother’s personality may not correspond 
at all to her real personality. He may think that she is a kind, loving, and 
Wonderful mother when others see a mother who exploits her children, or 
he May see her as rejecting him when in reality she does love him. But her 
real per sonality is not important; it is the way he perceives her that affects 


'S psychological development. 
Early Patterns of Interpersonal Interaction 


By the time the child has acquired a concept of his mother’s personality, 
he has learned patterns of interacting with her. He learns what to do to 
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please her and what not to do to avoid displeasing her. He also learns her 
methods of interaction with him. He knows what she does when she e 
him to cooperate with her and how she expresses affection, angêt, ai 
other feelings for him. These patterns are of primary importance for - 
his future relationships with people. He will tend to use these same ee 
terns in his interpersonal relationships with others. For this is his first peas 
perience in relating to another human being. If he is unsuccessful in z 
lating to his mother, he will have great difficulty all his life relating i 
others. If this proves to be a successful and satisfying relationship, he W 
learn easily how to make new relationships in the future. 


Maternal Deprivation 


Maternal deprivation is a term which is applied to those children a 
have not experienced a satisfactory mother-child relationship. Dr. ath 
Bowlby [2], who studied the children of six countries for the World ante 
Organization, regards maternal deprivation as a kind of deficiency ST ele 
He states that it is impossible for a child to develop “physically, ni 
lectually, emotionally, and socially” without an adequate moete at 
relationship. Many children suffer maternal deprivation during Senon spi- 
prolonged illness. Bowlby recommends that when a child must be to 
talized, a particular nurse should be assigned to the child so that a relat 


. ‘ x eling 
ship can be established between them and the child can gain some fens 
of security. 


Application to Psychiatric Nursing 


ni 
Some of the newer techniques in psychiatric nursing are beginn re 
utilize the principles inherent in the mother-child relationship- ts 2 
psychiatric patients are still suffering psychologically from the a cee 
maternal deprivation in their childhood. The basic principle of the a 
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6 Later Childhood 


Later childhood refers to the period between the ages of three and six 
years. At approximately the age of three, the child enters a new phase of 
development. It is variously named the age of sexual awareness, the genital 
stage, the phallic phase, and the oedipal period. The term age of sexual 
awareness has been applied to this period because the child at about this 
time begins to evince a great deal of curiosity about sexual matters, espe- 
cially about the sexual areas of his own body and about the birth and 
reproductive processes. In the previous period, the child’s interest was 
focused on the anal area of his body; his interest now shifts to the genital 
area. Thus, this period is often referred to as the genital stage. The term 
phallic phase is applied to this period because children of this age believe 
that adults of both sexes possess a penis (phallus). The oedipal period is 
another name given to this stage of development because of the importance 
of the oedipal situation in the psychosexual development of the child [1, 3]- 


INCREASE IN SEXUAL INTERESTS 


Up to this time, there has been little appreciable difference in the 
psychological development of boys and girls. The interests and activities 
have been about the same. They have enjoyed the same toys and the same 
games. But at about this time, an increase in the activity of the sexual 
hormones occurs, accompanied by increased tension, especially in the 
genital area. The child’s attention is drawn to this area of his body. There 
is a natural tendency for him to explore his genital organs and to masturbate 
for relief of feelings of tension. He also experiences pleasurable sensations 
associated with this manipulation. Just as he experienced oral pleasure at 
the same time that he was nursing and later pleasurable sensations related 
to the anal and urethral areas, feelings of pleasure are now stimulated by 
contacts in the genital area. These special areas of the body are called 
erogenous zones. They include not only the mucocutaneous junctions of the 
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body mentioned but also the breasts and to some extent the entire skin 
surface. 

In our culture, many parents are needlessly distressed when they find a 
child masturbating. It is a normal and universal phenomenon, not physically 
or psychologically harmful as some parents mistakenly believe. In periods 
of heightened sexual tension such as occur in this period and later in 
adolescence, an increase in masturbatory activity is not uncommon. When 
masturbation is excessive, it is often the result of loneliness and boredom. 
The child should be given more affection and encouraged to engage in 
new interests and friendships. Masturbation is also more common when 
the child feels anxious or insecure. This is why one frequently sees sick 
children in hospitals engaged in this activity. Nurses should understand this 
and recognize the child’s need for additional affection and security. 

The pleasurable sensations related to the genital area play an important 
part in helping the child to feel pride in himself and find narcissistic gratifi- 
cation in his own body. These feelings increase his sense of personal value 
and of being a lovable person. But more importantly, they help to prepare 
the child for his sexual role in adult life, when an awareness of pleasurable 
feelings in this area is necessary for successful sexual functioning. The 
child also becomes curious about the bodies of other children and of adults. 
He compares his body and particularly his genital organs with theirs. When 
he does this, he makes what seem to him some astounding discoveries. The 
reaction of boys to these discoveries is different from that of girls. Boys 
and girls from this period on follow different patterns of development. 


Importance of the Role of the Father 


n the most important parent to 
or less remained in the back- 
ary role. In the prenatal period and infancy, his 
role was chiefly that of giving emotional security to the mother so that she 
could fulfill her demanding role more adequately. During infancy, the 
father also assisted the mother in some of her duties in the care of the 
baby, such as giving him his a in the night, diapering him, picking 

ally 


mother has bee 


Up to this time, the 
he father has more 


children of both sexes. T! 
ground, playing a second 


him up when he cried, essentially functioning as an auxiliary mother. In 
early childhood the child was so engrossed in his deepening relationship 
with his mother that the father was of secondary importance. But in this 
period, with the child’s recognition of the differentiation between the sexes, 

} ecomes an extremely important 


the father’s role changes dramatically. He b i i 
person to children of both sexes. A father or father surrogate 1s essential 


for the child at this stage of his personality development. - 
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Psychosexual Development of the Boy 


The little boy, both because of the stimulation of his male sex hormones 
and because of his discovery that his body resembles that of his father, 
begins to feel and act more like a little man. He begins to identify himself 
with his father and with the masculine sex. The things his father does are 
the things he wants to do. He even imitates his father’s activities, such as 
smoking, shaving, etc., and his gestures, mannerisms, and tone of voice. 
Whenever possible, he wants to be with his father, in the basement work- 
shop, on a fishing trip, at baseball games. At the same time he is somewhat 
in awe of his father, who is so much bigger and stronger than he is. To 
complicate matters further, though he admires his father, he feels inferior 
to him in size and ability. He also begins to resent his father’s proprietary 
attitude toward his mother. 

The boy’s feeling for his mother at this time becomes one of increased 
tenderness. He assumes a protective attitude toward her and may even 
express the wish to marry her when he grows up. Though he would like all 
his mother’s love and attention, he finds that often she seems to prefer his 
father’s company. This arouses a rivalrous hatred in him toward his father, 
but because of his father’s adult superiority, he fears his father, yet is not 
able to express his anger and resentment. On the other hand, in situations 
where his mother is not involved, he loves his father too. This further in- 
creases his feelings of impotence and frustration. The boy fears that if he 
expresses his resentment toward his father, he may be punished in some 
terrible unknown way. As he conjectures what that punishment might be, 
he recalls that, although he has a penis, his sister has none. The only way 
he can explain this is that she too must have had a penis once and has 
now been deprived of it. He wonders what she has done to deserve such 
punishment. When he remembers his terrific feelings of rage against his 
father, he fears that this awful punishment could happen to him too. This 
fear, which is widespread among boys of this age, is known as castration 
fear. 

Identification with the Masculine Role. The boy’s relationship to 
father during this period has a far-reaching influence on his later lif 
both his psychosexual and his social development. If his father is physically 
weak and unattractive, or is very passive, the boy has a poor masculine 
model to imitate. He will have difficulty in learning how to become a man. 
Furthermore, he is likely to become too closely attached to his mother. 
Because such a father cannot command his son’s admiration or respect, the 
boy will not accept any discipline or guidance from him. Since the father 
is the first authority figure the child encounters, he will later have difficulty 
accepting other authority figures as embodied by teachers, the police, an 


his 
e in 
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the rules and regulations of society. Such children grow up unable to ac- 
cept responsibility of any kind and often become irresponsible, aimless 
individuals. 

If, on the other hand, the father is too authoritarian, the boy feels that 
he cannot afford to offend him. He still needs his father’s love and affec- 
tion, but he does not know how to win it. Since he cannot risk competing 
with his father, the boy solves his problem by trying to be as much like 
his mother as possible, so that he will be loved by the father as his mother 
is loved, Therefore, he becomes quiet, passive, and feminine in his interests. 
Such a boy has difficulty in making social adjustments, for he is rejected 
by both boys and girls. Because this rejection makes him fearful of all 
human contacts, he becomes lonely and aloof. Some boys react differently 
to a stern father. They may rebel and become tough and callous, the 
neighborhood roughnecks. If this attitude persists, these boys may defy the 


rules of society and become delinquents. 


Psychosexual Development of the Girl 


The pattern of psychosexual development of the girl is not so sharply 
drawn as that of the boy, nor is there as much information available con- 
cerning it. Like the little boy, she too evinces sexual curiosity about her 
genital organs. She becomes aware not only that she does not have a penis 
as little boys do but also that she has no breasts as her mother has. This 
produces in her feelings of shame and humiliation. The same explanation 
that occurred to the little boy is reached by her, namely, that she has been 
punished for some unknown deed. She frequently thinks that her mother 


is to blame, that she was neg hen she was an infant 


or di gi - the proper food. 
Pith tee edna oo mother has somehow failed her, the little girl 
now turns to her father for love and affection. She practices little feminine 
wiles to attract his attention; affectionate gestures such as sitting on his 
lap and cuddling up to him are frequent. Any display of affestian by her 
father to her mother arouses her jealousy. Although jealous of her mother, 
she tries to imitate her, for in this way she believes that she can please her 
father. Thus, she may openly compete with her mother for her father’s love. 
Sometimes she feels that if she had a baby as her mother has, then her 
father would love her as much as he does her mother. ee 
Many little girls express the wish to have a baby for the fat iat a s e 
same time, however, the little girl still wants very much to be loved by er 
mother. She is dependent on her for security and affection. Her mother is 
also her model for identification with her feminine role. Nearly every little 
girl during this period tries on her mother’s clothes and experiments. with 
her mother’s cosmetics. In her play with her dolls, the little girl cooks for 


ligent in caring for her w! 
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them, sews their clothes, and cares for them as her mother does for her. 
She fears very much the loss of her mother’s love. Especially she fears 
punishment for her hostile feelings toward her mother and for her com- 
petition for her father’s love. 

The girl has a difficult relationship to maintain with her mother. She 
must keep her mother’s love and approval, which are necessary for her 
feminine identification; yet she must emancipate herself from her mother 
so that she can become a woman in her own right. If she has no admiration 
or respect for her mother, if her mother is the household drudge, or if her 
status is such that she has little influence in family affairs, the girl may feel 
that a woman’s life is not worthwhile and that it is better to be a man. 
Therefore, she may renounce all feminine tendencies and become a tom- 
boy. If, on the other hand, her mother is so domineering that she cannot 
compete with her and if she gets no support from her father, she may be- 
come passive, overly obedient, and too deeply attached to her mother. 

The little girl’s discovery that she does not possess a penis is the source 
not only of hostile feelings toward her mother but also of feelings of envy 
toward her brother. The term penis envy has been applied to this attitude. 
Her feelings of bodily deprivation and personal humiliation are augmented 
when she sees the greater freedom permitted her brother. In some families 
and communities boys seem to be more valued and are given more 
privileges than girls. The little girl is constantly admonished to be passive, 
quiet, and ladylike in behavior, which often seems a poor substitute for the 
exciting activities in which her brother and his friends are engaged. If the 
resentment which the little girl feels continues until she is a woman, she 
may be very competitive in her business and professional contacts with 
men and demonstrate hostility in her social relations with them. 


Oedipal Situation 


The developmental pattern in which the child identifies yet also competes 
with the parent of the same sex and is attracted to the parent of the opposite 
sex was called by Freud the oedipal situation. The term comes from the 
Greek legend of Oedipus, who, unaware of the identity of his real parents, 
killed his father and married his mother. The oedipal stage is one that every 
individual goes through in his psychosexual development, that is, in Que 
Western culture. There is some question whether this is true in cultures 
which have a different family structure. The success with which the child 
copes with the conflicts inherent in this problem is of the greatest im- 
portance to his future emotional development. The basic patterns for future 
relationships with both men and women in adult life are laid down in this 
period. At best, however, the child’s success is a partial victory, for this 
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conflict cannot be solved in any satisfactory manner until he has reached 
maturity. Many individuals, moreover, do not achieve even reasonable 
success during this period. It is from their ranks that most neurotic patients 
come. 


Sibling Rivalry 


The birth of a new baby is a further problem that faces both boys and 
girls. This means more competition for the love of the parents but par- 
ticularly for that of the mother, on whom children of both sexes are still 
very dependent. The birth of a baby presents a problem at any stage of 
the child’s development, but when it occurs during this period, it constitutes 
a particularly difficult complication. i . ; 

The child may have reached some kind of solution of his oedipal conflict, 
or he may be still in great emotional turmoil trying to cope with it, when 
this new problem arises. Now he has another rival. The newcomer is not 
satisfied with a modicum of maternal attention. Though he is small and 
helpless, or rather because he is, this rival demands an inordinate amount 
of the mother’s time and attention. The older child begins to feel unloved 
and neglected. Great resentment, rage, and jealousy toward the baby de- 
velop. The child knows that he cannot express anger toward his parents 
for their neglect of him, but in this situation he realizes that he is bigger 
and stronger than the baby. There is a great temptation to take out his 
revenge on the baby. Children may express their hostility toward younger 
children in various ways, sometimes indirectly but often quite openly. This 
conflict between children within a family is called sibling rivalry. 

Wise parents and nurses recognize these feelings as natural, They do not 
blame the child but try to help him with this difficult problem. The child 
can be prepared psychologically for the birth of the baby during the 
mother’s pregnancy. Parents are often not aware of how cognizant children 
are that the mother is pregnant and foolishly try to keep it a secret. This 
results only in a loss of confidence in the parents. Children should be told 
of the expected baby, and their questions should be answered simply and 
naturally. Children at this age are more interested in where babies come 
from than in the details of adult sexual a They can readily accept 
a si ation of how babies are born. ; i 

The rl dwell Be included in plans for the coming baby. This helps 
to reassure him, but anxiety will probably flare up again after the birth of 
the baby, when his mother must devote much of her time to the baby, who 
is also the recipient of a great deal of attention from his father, grand- 

e feels completely left out and rejected. 


arents, and other relatives. Thus, hi I ) A : 
This is the time when he particularly needs special evidences of his mother’s 
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affection as well as attention from his father and other relatives. Grand- 
parents, uncles, and aunts can help bolster up the child’s damaged ego by 
taking special interest in him at this time. 

If the child is reassured that he is still loved and wanted, his jealousy 
is kept within reasonable limits and expresses itself only in minor ways. 
These may include making derogatory remarks about the baby and some 
expression of hostility toward the mother. But if he really feels unloved, he 
will repress verbal expressions of his feelings. What one sees then is some 
form of acting out. He may run away from home, feeling that he is un- 
wanted. He may try to injure the baby whenever he is alone with it, or he 
may react in the opposite fashion and become extremely protective of it. 
The latter behavior is very common in little girls. Or, as in other crises, 
he may show regressive behavior such as wetting and soiling, using baby 
talk, or forgetting how to walk. Thus, he tries to become a baby again, 
since he thinks he will be more lovable then. He may also develop psycho- 
somatic symptoms such as vomiting, headaches, etc. These problems require 
sympathetic understanding of the child’s emotional needs and careful man- 
agement of him. 

It is not easy for a busy, harassed mother or nurse to help the child 
deal with his feelings of sibling rivalry. Furthermore, the mother’s own 
unconscious feelings of guilt, aroused by childhood jealousy of her own 
siblings, may prevent her from viewing the present problem calmly and 
objectively. Not uncommonly, the mother treats the older child as she was 
treated by her mother. Sometimes she identifies with the older child, and 
then the baby suffers. The problem of sibling rivalry is never completely 
solved. It is the basis for all competition in later life. The adult individual, 
instead of competing for the love of parents, competes for the attention of 
teachers, employers, and public opinion. This is particularly true of our 
culture, in which competition is highly valued. On the hospital ward one 
sees patients of the same physician competing for his attention or for that 
of the nurses, especially the head nurse who represents the mother figure. 


Children’s Misconceptions about Sex 


Children during this period often develop some strange ideas about sex; 
reproduction, and the relations between the sexes. It is interesting that these 
same ideas are often expressed by psychotic patients during the course of 
their illness. The idea that all adults Possess a phallus and a child has been 
deprived or could be deprived of his phallus as punishment has already 
been noted. Children frequently believe that impregnation takes place by 
mouth, through eating something or kissing, and that babies grow in the 
mother’s stomach and are born by rectum or through the umbilicus. Many 
feeding problems, anorexia, and obesity states in both children and adults 
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For example, a child may eat to grow fat 
to eat for fear of becoming pregnant. 
Schizophrenic patients often express these ideas overtly; neurotic patients 
and patients with psychosomatic disorders may express them covertly, by 
the symbolic meaning of their symptoms. 
Some children smarting under feelings of being unwanted and unloved 
come to the conclusion that their parents are not their real parents. Some- 
where there are kind, loving “good parents” who would never reject them. 
Their present “bad parents” are theirs only by adoption. This belief is called 
the family romance. Often this phantasy is embroidered further by attribut- 
ing to the imaginary parents, wealth, power, beauty, and high status. This 
belief is also frequently held by schizophrenic patients and occasionally by 
a neurotic patient. 

The child’s first observation of his parents during sexual intercourse is 
referred to as the primal scene. This is not a rare occurrence in crowded 
living quarters and is easily misconstrued by the child. He tends to interpret 
it as a fight between his parents. It often appears to him that the mother is 
being injured or even killed. The child then tends to equate sexuality with 
brutality and aggression. Many children refuse to believe that their parents 
engage in sexual activity. This is particularly true if they have received the 
impression that anything related to the genital area Is bad.” Other chil- 
dren, who know that intercourse is necessary to produce babies, prefer to 
believe that parents have had sexual relations only as many times as there 


are children in the family. 


have their etiology in these ideas. 
and have a baby or may refuse 


Anxieties 

-laden situations which the child encounters 

in this period, it comes as no surprise to find that an increase in anxiety 

often occurs. Children who up to this time have not been fearful will want 
i ht. Others suddenly become abnormally shy 


A EEn ai by new or unexpected situa 
a- 


in the presence of strangers or are frightened T | 
tions. This is also the age of compulsions such as avoiding stepping on 


cracks in the sidewalk, touching every picket in the fence, and counting 
steps. Things have to be done in exactly a certain way, OF z child may 
burst into tears. Stuttering, stammering, and nervous tics are also Ls 
These are usually transitory symptoms which the child ee pie = 
less, they are indicators of the child’s emotional stress an sek i e 
ignored. The child may also express his anxiety in his food ha n dyal 
take special likes Or dislikes to certain foods, overeat, starve iise , or 
vomit his food. Many psychosomatic illnesses also make their appearance 


during this period. 
Mutilátion Fears. One of the 


Because of the many conflict 


most outstanding fears of this age is the fear 
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of bodily harm or mutilation, which is closely related to castration fear. The 
child is very much concerned with everything related to his body. Anything 
that even remotely seems to threaten its integrity terrifies the child. One sees 
the strange sight of a child who accepted inoculations and other medical 
procedures at an earlier age without fear now becoming panicky at the 
sight of a hypodermic needle. The sight of a few drops of blood or the 
slightest cut upsets him, especially if it is his blood or his cut. Surgery 
during this period is particularly traumatic and should be postponed when- 
ever possible. If surgery must be performed, special pains should be taken 
to prepare the child psychologically before the operation, and he should 
be watched for any postoperative emotional sequelae [4, 5]. Nurses and 
doctors need to understand the child’s emotional conflicts of this period and 
and do everything possible to allay his fears and give him a feeling of 
security. Even such a commonplace procedure as an enema can disturb 
the child, for he may feel that he has lost control of his bodily functions. 
Many nursing and medical procedures, such as rectal temperatures and 
catheterizations, are interpreted by the child as sexual assaults. Interestingly 
enough, these same ideas are often held by psychotic patients. 


Play 


One of the means through which the child learns to overcome his 
anxieties, particularly his fear of new situations, is play. It has been ob- 
served that children frequently play at games which seem morbid to adults. 
For example, children like to enact the scene of a doctor and nurse operat- 
ing on a doll or pet, a tooth extraction, a burial, or a train smash-up of 
other accidents. Often they will repeat the same play activity for days, until 
the constant repetitions seem to give some relief to their unconscious 
anxieties. They then lose interest and try something new. Or they will 
anticipate a new situation such as going on a trip or moving into a new 
house in their play. Some activities are imitative of the activities of adults. 
These help them to identify with their own sex and prepare them for their 
future roles as men and women. In other play activity they try a variety O 
professions and occupations. Adults are prone to underestimate the value 
of play to children. Play is as important to the child as work is to the 
adult, if not more important, because it offers him one of his most effective 
methods of learning to master his environment as well as a way of reducing 
his anxieties. 


FAMILY AS A LABORATORY FOR 
INTERPERSONAL RELATIONSHIPS 


The family and the home provide the child with a kind of laboratory for 
learning modes of interaction with people and for absorbing cultural pat- 
terns. This laboratory prepares him for the time when he will leave the 
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protection of the home and, as an individual in his own right, will have to 
face the problems of living. The personality of the child first develops as 
a part of his mother; then, as he gradually separates himself from her 
physically and then psychologically, he asserts his own individuality. He 
develops his first interpersonal relationship with his mother. Later, he learns 
to interact with his father and siblings. With this cast of characters and 
himself in the leading role, he has in the family drama all the elements he 
needs to work out ways of establishing relationships with people and 
getting along with them. 

By this time the child’s emotions have developed from the simple sen- 
sations of pain and pleasure of early infancy to a wide range of emotions, 
including love, envy, jealousy, hatred, fear, admiration, respect, and many 
others. Though he has learned more or less successfully how to protect 
himself from the effects of the more destructive of these emotions, he is 
able. The crux of this drama is his realization that he has 
hich can be satisfied only by other 
eds constitutes the action of 


still very vulner: 
needs, emotional as well as physical, w 
people. How to get others to fulfill these needs consti 
the drama, What is still fairly rudimentary in his mind is that other people 


also have emotional needs which require satisfaction, so that he too will be 
asked to give as well as to receive. The beginning of his learning to give 
emotionally to others can often first be seen in his tenderness toward his 
mother and sometimes to the younger children of the family. 


Maternal Rejection 

ns of interpersonal relations that may be encountered 
by the child is maternal rejection. The mother may reject the child be- 
cause she didn’t want to have a child, because the child reminds her of his 
father whom she dislikes, because the child displays some aspect of her 
own personality which is unacceptable to her, or because her hostility and 
rejection have their roots in a mental illness from which she is suffering. 
Most children cannot cope with maternal rejection without becoming 
seriously traumatized, so great is their need to be loved and wanted. Chil- 
dren can deny a rejecting attitude in the mother for a short time by 
pretending that she really does love them. If ie rejection poe some 
other mothering person must come into the child’s life to supply the neces- 
sary love. The solution may require bringing a nurse, a house erpin T a 
relative into the home, or a foster home, in addition to intensive psyc iatric 


treatment for the mother and generally also for the child. 


Among the patter 


Maternal Overprotection 
o be an extraordinarily good mother. 


ive mother appears t r j 
SR i f her affection. His material needs 


She showers the child with evidences © 
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are well taken care of. He is usually well dressed, has plenty of toys, eats 
a well-balanced, nourishing diet, and his health is watched carefully. On 
the surface he may appear to enjoy the finest maternal care of any child 
in the neighborhood. This is exactly the impression that his mother wishes 
to give. This is a mother who unconsciously rejects her child but, unlike 
the overtly rejecting mother, has such feelings of guilt over her rejection 
that she overcompensates by going to the other extreme. She gives her 
child more care and attention than most of the mothers she knows. In this 
way, she reduces her own feelings of guilt. Not only must she prove to 
herself that she is a good mother, but she constantly solicits approval 
from friends and neighbors, members of her family, and especially from 
the child himself. “See how much mother loves you—she baked you this 
beautiful cake,” or “I made you this lovely dress,” or “See this expensive 
toy I bought you” are some characteristic remarks. 

The mother’s unconscious hostility toward the child is revealed by the 
price she makes the child pay for her attentiveness. She demands constant 
expressions of his gratitude. Under the guise of worry and concern over his 
welfare, she takes away his freedom and independence. He is not permitted 
to do the things other children do lest some harm should come to him. 
Often he is not allowed to play with children of his own choosing but only 
with those selected by his mother. Above all he must not cause his mother 
worry; yet everything he does worries her. Life is no fun for him in spite 
of his comfortable home and fine possessions. He becomes anxious an 
insecure. 

Such a situation is a difficult one for a child to face. Everything on the 
surface looks as though he were a child to be envied; instead, he 1S 
miserable. Sometimes the father can intervene so that the child gets some 
freedom in his activities and can mitigate the mother’s smothering love. 
However, too often, the father is absent, indifferent, or too weak himself 
to interfere. Many of these children find it almost impossible to break away 
from the overprotective mother. They never become emotionally mature. 
In later life, they may develop hypochondriacal symptoms, or severe neu- 
rotic manifestations such as phobias, obsessive-compulsive reactions, and 
anxiety states. This kind of home also provides fertile soil for developing 
schizophrenic reactions. 


Authoritarian Father and Weak Mother 


The authoritarian father is not typical of the cultural pattern of the 
United States, but this kind of father is very common in European coun- 
tries. In these countries the father is the dominant parent; he makes the 
family decisions. The life of the family pivots around him. The typica 
German father perhaps represents the extreme example of the authoritarian 
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parent. Absolute, unquestioning obedience to the father is required of wife 
daughters, and sons. This emphasis on obedience tends to pervade German 
culture. Obedience to the heads of government, obedience to law, to the 
army, to all rules and regulations has become a characteristic of the 
German personality. 

From the earlier discussion of the psychosexual development of the boy 
during this period, one can see that this kind of a father would greatly in- 
tensify the boy’s natural castration fears. The mother in this family pattern 
is usually a weak, submissive woman. She is of little help to the boy in 
counteracting his fear of his father. At best, she consoles him when his 
father is not around; at worst, she sides with the father and intensifies the 
father’s punitive attitude toward the boy. Very rarely is a boy strong enough 
a father. He usually submits, repressing his feelings 
of hatred. These feelings may become so intense that in order to control 
them he identifies with the hated father, ultimately deriving a kind of 
perverse pleasure in the father’s harshness and authority. When the boy, in 
turn, becomes an adult, he tends to repeat this same pattern with his 
children and his subordinates. Bettelheim [2] found that when prisoners in 
Nazi concentration camps were placed in charge of other prisoners, so 
completely had they identified themselves with their hated Nazi guards that 
they treated their fellow prisoners in the same brutal way as did the Nazis. 


to rebel against such 


Domineering Mother and Weak Father 


In this country, the authoritarian father is less frequently encountered. 
In the families in which he is found, the parents were usually born in 
Europe. But this pattern sometimes persists in the United States in small 
homogeneous communities which cling to their native European customs. 
By far the more common pattern in this country is that of the domineering 
mother and the weak or absent father. In the pioneer days of this country, 
the father of the family was away frequently from the home, hunting, 
fighting, or exploring. The mother was left at home to rear the children 
and look after the homestead, which was often in a wilderness or isolated. 
This kind of life developed strong, self-reliant women. Generally, the care 
of the children, including their discipline, was considered the province of 
the mother, Throughout the years in this country, although living conditions 
have become progressively more comfortable, the same family pattern tends 


to persist. 
Psychologically, 
In a family in which 


n for both boys and girls. 
portant family decisions, 
the dominant parent, the 
role. He will find it 
difficulty is increased 


there are dangers in this patter 
the mother makes the im 


controls the spending money, and in every way is 
boy may feel that the masculine role is the inferior 
difficult to identify himself with the male sex. His 
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further if his father is a weak or passive man or if he is away from the 
home on business so much of the time that the boy never has the oppor- 
tunity to know his father well. The girl is also hampered in her psycho- 
logical development by a dominant mother and a weak father. This kind 
of father will give her no sympathy or support in her childish efforts to 
compete with her mother and makes it impossible for her to work out her 
oedipal conflicts. She remains fixated in the earlier stage of mother-child 
relationship. 

Both the boy and the girl become too strongly attached to the mother. 
Both find great difficulty in making relationships with members of the Op- 
posite sex in later life. The domineering mother is frequently also an 
extremely possessive mother. If this is the case, she will try to keep her 
children always children and continue to run their lives for them. In her 
kindlier aspects, the domineering mother can be a benevolent matriarch; 
in her more malevolent aspects, she can cripple her children’s emotional 
development. 


Permissive Parent 


The permissive parent is the antithesis of the authoritarian or domineer- 
ing parent. This is the parent, either father or mother, who allows the 
child freedom to do as he wishes and who tries to give him whatever he 
asks for. Like the overprotective parent, the permissive parent seems to ga 
this because he loves the child. However, when one examines the parent $ 
motives more closely, one perceives that it is not for the child’s sake that 
the parent is permissive, but for reasons related to his own unsolve 
emotional conflicts. Some parents have repressed their feelings of resent- 
ment toward their own parents for deprivations suffered in childhood. They 
cannot deny their children any request lest in the parents’ own eyes they 
seem to be acting like depriving parents. These are the parents who say, 
“I don’t want my child to lack for anything,” or boast, “My child te 
has to lift a finger around the house,” thus proving to themselves that they 
are loving parents. They ignore the fact that they are really handicapping 
their children to meet the future responsibilities of life. ; 

Other parents, particularly fathers, sometimes have such unconsciously 
hostile, competitive feelings toward their sons that they must repress thes 
feelings. They withdraw from any open conflict with the boy and allow him 
to do as he wishes. Children sense the underlying hostility of the ae 
They realize that it is not genuine love and concern for them that motivate 
the parents. This problem becomes of even greater importance in the ae 
period of the child’s development when he is struggling with his relatio 
ships with authority figures. 
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The Seductive Parent 


ve in their behavior toward their chil- 
: the naive admiration expressed by his 
little daughter. If he is an emotionally immature and insecure person, in- 
stead of accepting these demonstrations understandingly, he may encourage 
the child and respond to her. This situation may have a secondary value 
for him, for he may utilize it to humiliate his wife or provoke her jealousy. 
The seductive behavior of the father may result in the little girl’s develop- 
ing such a strong and erotically tinged attachment for him that in later 
life she will find it impossible to relate to other men. A similar pattern may 
develop between mother and son, or between a parent and child of the 
Same sex. 

The mother has many opportunities for early sexual stimulation of the 
child inherent in her care of the child’s body, such as cleaning and manip- 
ulation of the genitals during the bath, changing diapers, massaging and 
drying the body, and so forth. One should be reminded in this connection 
that a certain amount of body stimulation is not only desirable but necessary 
for the child’s development, but some mothers, often under the guise of 
cleanliness, carry this to the extreme of overstimulating the child sexually. 
This premature sexual stimulation may make it difficult for the child in 
later life to achieve satisfactory sexual adjustment, by frightening the child, 
and causing him to suppress all sexual feelings. 


Many parents who have never openly engaged in any form of erotic 
behavior with their children hocked to hear the term 


and who would be s 
seductive applied to them nevertheless are SO, covertly. Unconsciously, 
they use their children to satisfy their own unfulfilled emotional needs. 
Covertly seductive parents are far more common than openly seductive 
ones, and more subtle and indirect in their methods. For example, the 
mother who no longer loves her husband may reject him and turn to 
her son, intimating that she prefers him to his father. Another example 

o does not get all the admiration 


is that of ihly narcissistic mother wh 
of the highly band and will often look to her 


and attention she would like from her hus f 
children especially her sons, for admiration. Such a mother often tries to 
, 


ve in O 


Some parents are openly seducti 
dren. A father may be flattered by 


keep young-looking and attracti rder to reman, her son’s “best girl.” 
Likewise, a father can build up in his daughter s mind a picture of himself 
so charming and attractive that other men will appear uninteresting to her. 
Observing seductive parents, we see parents competing for the child’s love 
rather than the usual pattern of children trying to please ee This 
is disturbing, exciting, and hild, who would much prefer 


iot: tobe faced with adult s but to be just a child 
secure in ‘his parents’ love. 


bewildering to the ¢ 
problems and emotion 
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Position of Child in the Family 


Oldest Child. The position, or order of birth, in the family affects the 
way the child’s personality will develop. Problems of the oldest child, the 
middle child, and the youngest child in the family all differ. Oldest children 
are frequently given more responsibility than the other children. Parents 
tend to hurry them through the earlier stages of dependency and are eager 
to have them grow up rapidly. This serves the purpose of relieving the 
mother of the burden of one dependent child and even possibly of getting 
some assistance in the care of the younger children from the older child. 
Therefore, older children are treated more like adults and are given privi- 
leges sooner, but they pay for this with a shortened period of emotional 
gratification. This tends to make them serious, conscientious, responsible 
children who, however, often feel “used” by their parents. They frequently 
sublimate their hostility to the younger children who are depriving them 
of parental love by assuming a maternal or paternal role toward the 
younger children. They become “little” mothers and fathers. The oldest 
girl in a large family sometimes does so much mothering as a child that 
she never marries, or if she does, never has children. 

Youngest Child. The problems of the youngest child are in many ways 
the antithesis of those of the oldest child. The youngest child is usually 
the focus of the love and attention of the entire family. Often more freedom 
and lighter discipline are given him than the other children in the family 
enjoyed. This state of affairs may make it very difficult for the youngest 
child to learn to conform to reality. He may always expect his wishes to be 
gratified, accept frustration badly, and thus tend to remain infantile. His 
mother may contribute to this attitude, particularly if she does not expect 
to have more children. She may wish to keep him her baby as long as 
possible. Youngest children have great difficulty being taken seriously by 
others. Any ideas or plans of theirs are received with an indulgent smile 
and dismissed as amusing but impractical. They also find it difficult tO 
assert their individuality. Adults tend to use them as objects for their 
own need to love without regard for the child’s wishes about the matter, 
much as one might show affection for a pet kitten. Thus, the youngest chil 
has greater difficulty than other children in outgrowing his dependency 
needs, in assuming responsibility, in developing his self-identity, and 10 
dealing with sexual problems. 

Middle Child. The problem of the middle child is essentially that of not 
being noticed. It is difficult for parents not to give attention to the oldest 
and the youngest child, but it is easy to take the middle child for grant? à 
He is just one of the children. In order to get any of the parents’ love, 
the middle child has to do something outstanding to attract attention te 
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himself. He may try to do this in several ways. He may compete vigorously 
with the oldest child for some of his prestige. He often tries to do everything 
the older child does and, if possible, to outdo him in school, in sports, and 
in popularity. He wants to grow up as fast as possible. This strategy may 
succeed, particularly if the older child is not as physically strong, as in- 
telligent, or as attractive as he is. If, however, he is unsuccessful in his 
rivalry with the older child, he may find it more feasible to regress and com- 
pete with the younger child for the pleasures of dependency. Regressive 
behavior is usually not well tolerated by parents, so that the child usually 
has to give it up. , f f 

Another way to achieve parental approval is to develop some special trait 
or skill, such as money-making ability, musical talent, proficiency in sports, 
or high grades in school. In some families, the middle child achieves 
recognition by becoming the funny one, the family jester and entertainer. 
If he is not successful in attracting the necessary love and attention by 
socially acceptable means, he may use less desirable methods. He may 
become mischievous, prankish, and disobedient so that his parents must 
punish him. From the child’s point of view, it is better to be punished 
than to be ignored. If parents do not recognize this misbehavior as the 
child’s attempt to get love, he may continue in it until society finally 
intervenes and deals with him as a delinquent. ; 

Variations in Order. The problems of the oldest, middle, and youngest 
child do not necessarily occur for a particular child strictly according to 
the chronological order of birth. In large families, for example, three or 
four children may be born, and after an interval of years, several others. 
These groups almost constitute separate families as far as the children are 
concerned. The older children may be out of the home by the time the 
younger children are growing up. Within the second group of children the 
same problems of competing for parental affection would arise. Therefore, 
one might find that the fourth or fifth child of a large family is struggling 
with the problems of the oldest child. Illness can also make a difference. 
If the oldest child is chronically ill, disabled, or feebleminded, the second 
child may take over the role of the oldest child. Any child in the family 
who has some special disability may be treated as a yaninieest pes and 
may be faced with the problems of the youngest child regardless of his age. 

The Only Child. The only child faces special problems a are ro 
countered by other children and also some that are similar to those a = 
children but intensified for him. The spoiled child, or the puen r 
child, is frequently an only child. But an only child may er i a oe w 
reared because of his parents’ fear of his becoming spoile . Such children 
are often treated like adults. They are grave, serious vip wee pete 
been allowed to experience the pleasures of childhood. Some i 
are strangers in their own home. Their parents are so interested in each 
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other that the child always feels left out. This child is never able to establish 
a close relationship with either parent. If the family is wealthy, his care 
may be delegated to nurses and governesses, or he may be sent off to 
boarding school. Other only children find themselves the object of com- 
petition by their parents or, if the marriage is an unhappy one, the focus 
of their parents’ quarrels. f 

The stresses of the oedipal conflict are more difficult for the only child 
to deal with. There are no siblings who are also competing for love to 
mitigate his strong oedipal feelings. The parents of the only child some- 
times give unconscious support to his conflicts. The only child generally 
has no opportunity to deal with the problem of sibling rivalry. When he 
first encounters competition in school or in his business or profession, he 
finds it far more difficult to cope with than an individual who is accustomed 
to competing with brothers and sisters in the friendlier atmosphere of the 
home. He may be so completely unable to deal with his hostile feelings 
that he withdraws from any competitive situation. 
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7 Juvenile Period 


d of development from about the age of six until the 
about the age of twelve is characterized by a striking 
lity. At the beginning of this period, the child 
has emerged from the oedipal conflict with the painful and realistic recog- 
nition that he cannot compete successfully with adults. In order to repress 
these unpleasant thoughts, he develops a kind of amnesia not only for that 
period but for the whole of the first six years of life. The repression of 
sexual thoughts until adolescence gives the name latency period to this 
Stage of personality development. Energy that was expended in sexual 
curiosity is now converted into intellectual curiosity. Most cultures have 


taken advantage of this natural increase in intellectual interests. Universally, 
this is the age at which the formal education of the child begins. This is 
the school age. In our culture, it is roughly the span of years that the child 
spends in the elementary, Or grammar, school. This is also the period of 
life when the major patterns of character formation are laid down and the 
period of the most intensive enculturation, that is, the molding of the 


child’s personality to conform with the culture into which he is born and 


in which he will have to live [1, 2, 3; 4]. 


The juvenile perio 
onset of puberty at 
shift in the child’s persona 


Physical Characteristics 


There is a marked change in the child’s physical appearance at about the 
age of six. His body becomes bigger, stronger, heavier. He loses his soft 
childish look as his face begins to take on the stronger, more definite 
features which will characterize him as an adult. This is also a period of 
great motor activity. The typical child of this period is restless, impatient, 
and rather clumsy and abrupt in his movements. Outdoor activities appeal 
to him more than indoor play. Generally, he is noisy and loves to shout, 
jump, and climb fences and trees. Baseball, volleyball, and football are 
among his favorite sports. He likes rough-and-tumble games and games of 
pursuit and capture. Clothes and eee appearance are of no importance 
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to him. He seems to enjoy being dirty and unkempt. The child who is quiet 
or frail has a difficult time during this period for he often finds himself 
ostracized or bullied by the others. He also finds it difficult to make friends 
and for this reason may retreat into the world of books. 


Intellectual Curiosity 


When the child begins to read, a whole new world of ideas is opened up to 
him. He is no longer dependent upon adults to find answers to his ques- 
tions. In this period, he often reads avidly—fairy tales, comic books, ad- 
venture stories, mysteries, science fiction, and westerns. Nothing is too 
fantastic for his imagination. Radio and television also bring him a wealth 
of information and widen the scope of his interests. By means of books, 
radio, and television, he can enjoy a great number of vicarious experiences. 
These all help to build up an abundant background for him and help him 
to gain some familiarity with the world in which he lives. ; 

These media also provide him with material for a rich phantasy life. 
Phantasy serves to relieve him of some of the frustration and tension that 
is not discharged in active play. Phantasy also helps him to master psec 
situations in imaginative play and to prepare for the future in worden 
daydreams of what he will accomplish when he is an adult. The need © 
children to have free time to daydream has often been overlooked. In our 
culture, which stresses group activities, anyone who is alone and not busy 
is regarded with suspicion. On the other hand, a child who daydreams 
excessively is generally an unhappy child who is trying to escape the €x- 
periences of life. It is very easy for such a child to retire permanently ae 
the world of phantasy. " 

The child’s curiosity is also expressed in finding out how things or 
Machines fascinate him. He wants to run them, take them apart, and pu 
them together again. He also becomes interested in science and the wone 
ders of the natural world. He likes to make experiments. At this age a 
collections are more carefully chosen for their scientific, monetary, rf 
historical value. He also is very much interested in animals and bsa 
habits. He adopts pets—dogs, cats, mice, birds, fish, and any other anima 
that he can persuade his family to allow him to keep. 


School 


on 


School represents many important things in the child’s life. Admiss! i 


to school means entry into a new world for the child. Up to this time m 
whole world was centered in his home. The people in his life were r 
family, relatives, and neighbors. School necessitates leaving the security A 
the home for a larger, more impersonal world of strangers. At home 
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was accepted uncritically as a member of the family, but school demands 
a standard of performance from him. His acceptance by his teachers is 
determined in large part by what he accomplishes. He is also subjected 
to the critical evaluation of his classmates for acceptance into the group. 
Comparison of himself with other children of his age group helps him to 
arrive at a more realistic evaluation of himself than was possible at home. 
School provides him with a new set of authority figures, his teachers. 
The opinions of his teacher carry more weight with him at this time than 
those of parents. He also begins to note discrepancies or differences between 
what his parents have told him and what he learns at school. He is gaining 
ll enable him to evaluate situations according to his 
he has another group of adults to study and 
compare with his parents. His highly idealized concept of his parents be- 
gins to shrink a bit, and he is able to see some imperfections in them. In 
the earlier part of this period, he generally keeps his critical observations 
of his parents to himself, but later he may begin to verbalize them. This 
trend is the forerunner of his emotional emancipation from his parents. 
Praise from the teacher is extremely important to the child. Because he 
is so uncertain of his abilities, he needs her corroboration. The teacher 
plays a very important role in the child’s life. An increasingly heavy 
burden is placed upon her to teach the child many of the things that were 
formerly considered to be the duty of the parents to teach. Other things 
that are still considered the parents’ responsibility she must often teach 
because the parents have neglected to do so. The teacher serves to correct 
some of the distortions of the parental training. She can also supplement 
and reinforce the positive aspects of it. Teachers are a kind of second line 
of defense for the child in the development of his personality. They offer 
additional figures for identification and additional soita of Seen 
support. The ideas and cultural values of the teacher are incorporate into 
the child’s own superego. Many an ik lasting influence of 
r d his ambitions and goals in life. 
k a atl meets children with different national and cultural 
backgrounds. Also, as he mingles with his classmates sac ee phen 
homes, he has an opportunity to see various kinds of poeni who ee le 
their relationships with their children differently; a pe a chi si 
one family will be punished for something for which a a i in Da i 
family receives commendation. He also develops new pat erns g inter- 
; i tition that existed between him and his 
personal mee. EERS arper but more impersonal note 
siblings in the family now takes on a sharper ut r ae a p! 
; ; iti des, in games, and in sports. As he 
in school. There is competition for grades, 1N & : diodi maak 
begins to work together with other children on the various $ S p je s 
he learns how to cooperate with others. When the — sho agence 
members of the group are in conflict and the project at hand ıs at a stan 


more data which wi 
own judgment. In his teachers 
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still, he learns the value of compromise. Respect for the opinions of each 
individual and yet concern for the welfare of the group, the basic concepts 
of compromise, help to teach him the principles of democratic procedure. 


HOMOSEXUAL PHASE OF DEVELOPMENT 


The child’s emotional ties to his family begin to weaken as he becomes 
interested in people outside the home. He becomes ashamed of demon- 
strations of affection from members of his family, especially from his 
mother and sisters. An attitude of indifference extends to all members of 
the opposite sex. At the same time, he develops an increased interest im 
members of the same sex as himself. Each sex at this age shows a certain 
amount of contempt for the other. Boys are thought to be rough, dirty, and 
uncouth by girls; and boys consider girls nuisances, weaklings, and sissies- 
There is a strong tendency for boys to have their own activities and for 
girls to have theirs. For this reason, this is called the period of normal 
homosexual development. It is a stage that each individual experiences in 
the course of his personality development. 

The child until this time has been autoerotic or narcissistic—in love only 
with himself. He has been the recipient of love but has not been able k 
give love to others. Learning to love is perhaps the most difficult of a 
life’s tasks. Since the child already loves himself, it is easier for him to 
transfer or share some of this love with someone who closely resembles 
himself, that is, someone of his own sex and age. He feels that such an 
individual would best be able to understand him, This is one of the goals 
of the child of this period, the search for the chum, the pal, the itine 
friend. The feelings and attitudes he has for his chum spread to ae 
the entire sex. Another important goal of the child of this age is tO 
accepted by the members of his own sex. 


Hero Worship 


As the child begins to be disillusioned by the fact that his parents a 
not the omniscient, omnipotent individuals that he once thought them 
be, he looks around for other ideal figures to admire. This is the aspect 2 
personality development known as hero worship. The child selects his ahi 
from a wide variety of sources, depending on his age, his personal em 
tional needs, and his cultural background. The child of five or six usu? y 
selects his heroes for their physical strength, their power and authority, 
or their glamorous vocation, for example, boxing champions, poteat a 
locomotive engineers, or cowboys. When he is able to read, his heroes m 
be those of fairy tales and myths, fiction, or history. Outstanding P 
figures, stars of the entertainment world, great national and political figu 
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also serve as heroes, not only for the older child but also for adults. In this 
period there is a tendency to change heroes frequently. 

Hero worship enables the child to identify himself with the hero of his 
choice. He often tries to imitate him in many ways and to live up to the 
ideals for which his hero stands. Many of these ideals are incorporated into 
the child’s superego. In other words, heroes serve to give the child ad- 
ditional models for identification, other than parents and teachers. He 
widens his choice of attributes for developing his concept of himself as a 
person and as a member of his sex. 

After a time the boy is no longer satisfied with heroes so far removed 
from his own life. He then begins to choose his heroes from the people he 
knows, such as an adventurous young uncle, the football coach, the captain 
of the school baseball team, or his class president. A similar course of 
heroine worship is followed by girls. When their heroes or heroines are 
people in their own lives, juveniles frequently develop crushes on them. 
Boys express their admiration of older boys who are their heroes of the 
moment by running errands for them, carrying their books, and obeying 


their commands. 


Crushes 
common. Sometimes the recipient of this 


admiration is an older girl or sometimes an attractive young teacher. These 
attachments are extremely serious to the boy or girl. They are also im- 
portant in their emotional development. In crushes, the juvenile first ex- 
periences caring for another person more than himself. This can be a deep, 
painful, yet wonderful experience. The crush is a stepping stone to the 
experience of mature love in adult life. Generally, the boy or girl quickly 
outgrows one crush and develops another until he is ready for the next phase 
of emotional growth, in which a more stable relationship occurs. However, 
there can be intense suffering engendered if the boy or girl is exploited by 
the older person or if his attachment is ridiculed by his family or friends. 


Among schoolgirls crushes are 


The Gang 


he most characteristic phenomena of this 
by his sex as a member of the gang. 
tive man discovered that there 


Gang formation is one of t 
period. The boy gains acceptance is 
Gangs have a very ancient history. Primit i ( Sy 
was greater protection and greater effectiveness in banding toget er in 
groups for hunting and fighting. In a sense these same motives remain. 


Boys’ gangs are formed as a kind of protective society against the world 
of adults. The boy of this age is in a rather difficult situation. He is too 
old to be*interested in the things that interest children. He is no longer 
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willing to accept the dependent status of a child, yet he is not old enough, 
strong enough, or experienced enough to function on his own‘as an adult is 
able to do. 

The juvenile finds the solution to his dilemma in the gang, which offers 
him personal security and collective strength. What he is not able to ac- 
complish by himself, the gang can accomplish. Within the gang he can find 
companionship with boys of his own age with problems similar to his. The 
gang also offers a means for the exchange of information and for the valida- 
tion of information given by various adults. The boy of this age no longer 
accepts without question all that adults tell him, nor does he confide in 
adults. Information which adults withhold from him, such as sex informa- 
tion, can be obtained from the older and more sophisticated members of 
the gang. The gang also offers an Opportunity to experiment with various 
activities which are considered adult privileges, such as smoking, drinking, 
and so forth. , 

The gang is very authoritarian in structure, The leader is chosen for his 
physical prowess, age, degree of sophistication, popularity, creative imagi- 
nation, material possessions, or whatever attributes the members of a 
particular gang admire. Most gangs have strict rules and regulations laid 
down for the members. Obedience to the leader and to the rules is required. 
The law of the gang is that in the event of discovery of a gang activity by 
disapproving outsiders, the individual member must be able to take any 
punishment that is meted out to him, without betraying the rest of the 
gang. When a boy first comes into the gang, he is grateful for his aC- 
ceptance as a member. He is eager to submerge his personality into that s 
the group. He wants to be just like the rest of the group in manner oO! 
speech, dress, and behavior. 

Being just like every other member protects him from one of his greatest 
fears, that of being different or conspicuous. The lack of individuality also 
makes him feel the equal of any of the members, In addition, the stereo” 
typed attitudes of the gang permit him to drain off some of his hostile feel- 
ings onto anything which the gang designates as bad, for example, adults; 
another gang, a particular neighborhood, an activity. This also saves him the 
trouble of making difficult judgments about things on his own responsibility- 
The gang makes them for him. These functions of the gang are useful 
temporary devices for maintaining self-security in the process of growing 
up, but they can be harmful when not discarded by the time adolescence 
sets in, or when the values of the gang are antisocial. n 

The boy also learns to give up some of his personal wishes and desires 
for those of the group. Rules of fair play, good sportsmanship, and ae 
cooperation can often be inculcated by the group. Just as his teacher 
helped to give him a more realistic view of his parents, so the member 
of his group can help him to see himself more accurately. As hë begins t° 
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know himself better he can evaluate his strengths and weaknesses. He 
gradually develops self-confidence as he remains in the gang. 

The gang also gives the boy the opportunity to develop qualities of 
leadership. After he has been tested out by the group, he is given respon- 
sibilities. When he is able to demonstrate his leadership abilities, he may 
one day compete for the position of leader of the gang. Whether or not the 
boy achieves leadership, the gang teaches him how to get along with his 
own sex. This will be most useful to him in his future vocational and social 
life. His future participation in organizations of all kinds, fraternal, college, 
business, and service groups, will grow out of his gang interests. The gang, 
together with his identification with his father and other father figures, 
helps to prepare him for the masculine role. He may also find among the 
members of the group a few boys with whom he can establish deep and 


lasting friendships. 


Girls’ Cliques 


Just as gangs are the preferred group expression of boys, so girls join 
cliques, such as secret societies and clubs. The fascination of these groups 
lies in their secret names, symbols, and initiation rites, which the girls like 
to use to make them seem important. The function of the girls’ cliques is 
similar in many ways to that of the boys’ gangs. They provide the girl with 
the opportunity for forming close friendships with other girls of her own 
age. Girls can be very snobbish about who shall be a member and who shall 
not. Acceptance or nonacceptance by a particular clique can be very im- 
portant to a girl of this age. Girls can be very cruel about rejecting another 
girl and making her feel an outsider by stopping their conversation when 
she approaches or refusing to let her participate in their games. 

The members of the group may discuss many topics, such as clothes, hair 
styles, the use of cosmetics, and personal problems, including sexual mat- 
ters, which they do not feel free to discuss with parents or siblings. The 
opportunity to practice different kinds of social behavior, such as learning 
to dance, giving simple parties, and visiting overnight in each other's 
homes, is also afforded by the group. Girls at this period are trying to 
evaluate themselves and other people, but not in quite the same way that 
boys do. Boys try to measure the abilities and lack of abilities of others; 
girls are more interested in personal characteristics. In their sessions girls 
may discuss the personalities of other girls, parents, teachers, and enter- 
tainers. They also discuss each other's traits and qualities at length. In 
this way they come to make an evaluation of themselves. 7 

The clique is also an outlet for the girl’s feelings of hostility to her 
mother. The girl spends more time than the boy with the mother and is 
more dependent on her than the boy is on the father. As she begins to 
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want more freedom, her frustration increases. Some of her feelings of anger 
and frustration can be discharged by talking with other girls and also by 
listening to their problems with their mothers. Boys are also a favorite 
topic of discussion. Girls can drain off some of their feelings of resentment 
and envy of boys by vying with each other in disparagement of the boys 
of their acquaintance. As time goes on, the quality of their feelings toward 
boys changes. Though superficially their comments continue to be uncom- 
plimentary to boys, one has the impression, as they near adolescence, that 
they are giving only lip-service to a distaste for boys and are secretly be- 
coming attracted to them. BA 
The clique teaches the girl how to get along with her own sex. This is 
even more important for the girl than for the boy, for during much of her 
life, even though she marries, she will be dependent on the companionship 
of other women for a major portion of her social life. Many girls keep UP 
their association with the members of their cliques throughout life. This s 
particularly true in the smaller, more stable communities where “the girls 


continue to meet long after marriage for bridge parties and luncheons. 
Organizations such as the Girl Scou 


ts and Campfire Girls, recognizing the 
psychological need of normal girls for the companionship of other girls, 
utilize the Principles of clique formation, These organizations enjoy great 
popularity with girls of this age as do summer camps and other forms of 
Organized group activities. None of these activities, however, absorb the 
interest of the girl as completely as the gang does the interest of the boy- 
Special Problems of Girls 


Some girls are particularly sensitive to their brothers’ low opinion of 
them as members of the feminin 


1 r e sex. Such a girl usually retains strong 
feelings of inferiority from the previous oedipal period, when she first 
became aware of her sexual “inferiority” to her brother. Often she com- 
pensates for this by trying to join in games with him and his friends. I" 
order to be accepted by them, she becomes more daring, more reckless 
than they are. An example of this is the tomboy who wants to prove to her 
brother and his friends that she can do anything they can, including being 
able to “take it.” Being able to endure pain without complaint is the $U- 
preme test for both sexes at this period. 

Another type of girl compensates for her rejection by boys by pretend- 
ing that boys are unpleasant anyway and that she wants to have nothing t° 
do with them. Her reaction is to become excessively feminine in her 19° 
terests. She assiduously copies her mother, becoming adept at cooking; 
sewing, and other feminine pursuits. This attitude may also result 1 
mothering her younger siblings as well as becoming a baby sitter for the 
neighbor's children. In a large and busy household it is easy to give t0° 
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much responsibility to such a girl and overlook the fact that this may not 
be beneficial to her personal development. 


JUVENILE PERIOD AS PREPARATION 
FOR ADULT PERSONALITY 


Redl [3] sees the juvenile period as one in which childhood patterns of 

behavior are broken up in preparation for the development of the future 
adult personality. The child is not a miniature adult but has a personality 
quite different from that of an adult. In the juvenile period a new person- 
ality begins to develop, with new patterns of behavior which will become 
those of the adult personality. Perhaps this is the reason why the juvenile 
hates to be treated as a child and hates to be reminded of anything pertain- 
ing to his childhood. The child lives by the standards set by the parents, 
but the juvenile rejects these values and accepts those of his own age group, 
that is, his gang. Socially this is a very useful device, for it makes social 
progress possible. If every child accepted unquestioningly the precepts 
handed down to him by his parents, society would indeed be static. How- 
ever, the conflicts engendered by the two value systems can create many 
ifficulties between parents and children. 

The values of the gang are often in direct opposition to those of the 
parents. Parents may try to get the boy to observe health and safety pre- 
cautions; the gang may require disregard of personal safety. Yet the boy 
will ignore or even defy his parents’ wishes to obey the gang. Psychologi- 
cally, he must do this if he is to grow up. Each group sets its own standards. 
What is approved by one gang may be outlawed by another. The boy has 
to follow the standards of his particular gang or get out. Yet the juvenile 

loves his parents and still needs them. He feels guilty about disobeying 
them and making them unhappy. This is the conflict in which he is caught. 

The juvenile is active physically and inexperienced socially, and his emo- 
tions are not very well controlled. He still is not facile in expressing his 
feelings in words. Therefore, it is not surprising that when he is in conflict 
he tends to express his difficulties by his behavior. This method presents 
certain disadvantages. It is not always easy to interpret what another person 
is expressing, consciously or unconsciously, by his behavior. Also, it is 
impossible for those in the environment to remain detached. The expres- 
sion of one’s problems by behavior always means involving other people, 
who are either the recipients of the action or the observers. The type of 
behavior generally indulged in by troubled juveniles is such that it cannot 
be quietly ignored. The juvenile nearly always comes into conflict with the 
members of his family, since they are the closest to him. Conflict with the 
father is particularly likely to occur during the juvenile period. 
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Role of Father 


The father plays a most important role in this period because he sym- 
bolizes authority in the family as the mother represents love and security. 
If the father is a person who can command respect and if the boy has 
previously developed a friendly relationship with his father, he will ac- 
knowledge his father’s authority. His attitude toward authority will gen- 
erally be a healthy one. He will be able to transfer his feelings of respect 
for his father not only to other authority figures, such as his school prin- 
cipal and the police, but also to the impersonal concept of authority repre- 
sented by the law, the government, and other social embodiments of 
authority. 

If, on the other hand, his father is weak or brutal, or has other character 
traits which make the boy despise him, the boy will ignore what his father 
tells him to do. Such a boy, too, will transfer the feelings he has for his 
father to other authority figures. His lack of respect for authority may be 
further intensified by the natural rebellion of the juvenile toward adults. 
Such a boy often gets into serious trouble with police and school authori- 
ties. He has no resources within his own personality to restrain him from 
being as lawless as the situation will permit. It is from this group of 
youngsters that the majority of juvenile delinquents come. 


Rebellion against Father and Authority Figures 


If the father is a strong authority figure and commands the boy’s respect 
but not his love, several different patterns may emerge. The boy’s feelings 
of hatred may be expressed in open rebellion against his father. The pat- 
tern may be one of constant quarreling between father and son or, more 
often, father and sons. This pattern was common in ancient tribal families 
and in pioneer families in our own country. If the father is very authori- 
tarian, the boy, knowing well the consequences, may disobey and take 
his punishment. An example of this is the juvenile who deliberately breaks 
the law, often with an unconscious desire for punishment to mitigate his 
feelings of guilt. Such an attitude contributes to the development of 
personality disorders and criminal behavior. If a boy is completely cowed 
by his father, he may become overly submissive, fearful of breaking the 
most trivial rule. 


Need of the Juvenile for Limits 


The father, because he is the authority figure in the family, is often 
assigned the difficult task of setting the limits of behavior for juveniles— 
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girls as well as boys. Some parents feel that they are being modern and 
progressive when they are permissive, that is, when they allow the child as 
many privileges as possible. But this is not what the juvenile wants or 
needs. He is engaged in exploring his social environment and experimenting 
with a variety of social situations. He should be given opportunities to do 
this. The juvenile should also be permitted some mistakes and some wild 
or unconventional behavior to drain off some of his exuberant energy and 
emotional tension, But he wants to know how far it is safe to go and when 
he must stop in order to avoid getting into serious difficulty. It is at this 
point that he wants to be able to rely on the mature judgment of an adult. 
He wants limits set on his behavior. Juveniles interpret too lax a rein on 
them as indifference on their parents’ part. One ten-year-old girl told her 
mother reproachfully, “Mary's mother won't let her stay up until eleven.” 
The setting of limits gives the child a sense of security. He knows he will 
not be allowed to do that which is physically or emotionally harmful. 


Understanding Juvenile Behavior 


Whenever a juvenile begins acting up and behaving in a way that is very 
distressing to other members of the family, Redl [3] suggests, the parents 
should make an effort to find out what the meaning of the behavior is. 
Often the real meaning is hidden and is quite different from what appears 
on the surface. For example, a boy may make a scene about wearing a 
new suit to a party. The reason might seem to be the juvenile’s chronic 
aversion to looking socially presentable. However, the real reason may be 
that his pal, who is going with him, could not afford a new suit. In regard 
to parental understanding of children’s problems, Sullivan [4] points out 
that fathers feel more comfortable dealing with their sons’ problems and 
mothers with their daughters’ problems. Each sex thinks it understands the 
members of the same sex. In actual practice, however, fathers often deal 
More understandingly with their daughters’ problems and mothers with 
their sons’. This is because in dealing with children of the opposite sex 
parents do not take their ability to understand the children’s problems for 
granted. Therefore, the parents make a much greater effort to understand 
the problem presented and tend to be more tolerant in making judgments. 

Juveniles want their parents to act like parents and not like big sisters 
and big brothers. They are acutely embarrassed by parents who try to dress 
and behave as they and their friends do. They much prefer to have their 
parents be models of mature adults whom they can emulate. They are very 
appreciative when their parents teach them social and vocational skills. They 
love to do things, yet they hate to appear awkward. The father who takes 
the time to teach his son how to cast a line, throw a ball, use tools, play 
checkers or chess, and the mother who teachers her daughter the skills 
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requisite to being a successful wife and mother are satisfying real needs. 
Juveniles are practical people; they like to do things that are useful. They 
should be given opportunities to do things which have some significance in 
family life, and they should receive recognition for their efforts. 
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S Adolescence 


Adolescence is the period between the ages of approximately twelve and 
twenty-one. It is a very complex period of growth and development in 
which new physical, psychological, and social patterns are developed and 
Integrated into the personality [1, 4]. The juvenile period was described as 
the period in which the patterns of childhood were broken up so that the 
individual could change. In adolescence, new patterns are developed on a 
different plane of integration from that of childhood. Children are de- 
pendent on adults. They are not equipped physically, emotionally, or so- 
cially to function independently. An adult is a person who has reached ma- 
turity and is able to act independently. Ideally, an adult should have 
achieved emotional and economic independence from the family into which 
he was born, a satisfactory psychosexual adjustment, and vocational and 


community interests. 


PATTERNS OF GROWTH 


he latter part of the juvenile period are carried 
Over into adolescence, and the demarcation between the juvenile and the 
adolescent is difficult to determine. Adolescence is a period of increased 
body growth, sexual development, and psychological maturity, but there is 
little correlation among these aspects. Unevenness of development is char- 
acteristic, Patterns and rates of development differ in the two sexes and also 
according to differences in environment and culture. They vary from in- 
dividual to individual, and the development of each individual is distinctly 
uneven, Psychological development usually progresses in a series of fits and 
starts, often with relapses into more childish modes of behavior. The 
adolescent acts like an adult one moment and like a child the next. It is 
often very difficult for an adult to understand the behavior of an adolescent 
who is as well developed physically as an adult, yet whose reactions are 
those of a child; or the adolescent who is still physically small and under- 


developed? but who has the mind and emotions of a much older person. 
89 


Many of the patterns of t 
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Onset of Puberty 


The most reliable sign of adolescence is the onset of puberty. Even this 
varies according to sex and climate. Puberty in girls usually occurs several 
years earlier than in boys. Warm climates hasten the onset of puberty; cold 
climates tend to retard it. The onset of puberty also varies greatly among 
individuals of the same sex and in the same climate. It may occur as early 
as nine in girls or as late as eighteen in boys. The average age of onset in 
this country is twelve for girls and fourteen for boys. The first signs of 
puberty are the appearance of the secondary sex characteristics. In boys 
these are the growth of the beard, the growth of pubic and axillary hair, 
and the deeping of the voice; in girls, the growth of pubic and axillary 
hair, enlargement of the breasts, and a general rounding of the contours of 
the body. At the same time, there is a resurgence of sexual impulses, which 
have been relatively dormant during the preceding period. 


Other Physical Changes 


Other physical developments which occur in adolescence are increases in 
height, weight, and motor coordination. The individual attains more growth 
during this period than at any time since his first two years of life. The rate 
of growth, however, is very uneven. During early adolescence, girls out- 
strip the boys. They are taller, heavier, and more mature in their ap- 
pearance than the boys. Several years later, at about fifteen, boys have 
again passed the girls in height and weight. The adolescent not only grows 
taller and heavier, but the skeletal frame becomes broader and sturdier. 
The features of the face begin to be more sharply defined and more mature 
looking. The face becomes longer, the nose and chin more prominent. The 
frequently unattractive appearance of the juvenile period is changed into 
the beauty of youth. 


Physical Development 


During adolescence physique, that is, the particular body type, develops 
to the full stature that the individual will attain as an adult. A marked 
increase in muscular coordination occurs in spite of the fact that adoles- 
cents often appear clumsy. Their hands and feet seem to grow faster than 
the rest of the body. Physical strength increases markedly, and reaction 
time is speeded up during this period. Older adolescents are particularly 
suited to activities which require good coordination, quick reaction time, 
and physical strength, such as sport contests, aviation, and operating ma- 
chinery. There is also increased acuity in vision and hearing and a heighten- 
ing of all sensory perceptions. The nutritional requirements of ihe adoles- 
cent are very great. They not only need a high caloric intake but also have 
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a special need for vitamins and minerals. This undoubtedly plays an im- 
portant role in influencing growth and the rate of growth. 


Sexual Maturity 


Physiologically, the boy becomes sexually mature, with the ability to 
produce an ejaculation and with the onset of nocturnal emissions. The 
latter are usually accompanied by erotic dreams. Boys who have not re- 
ceived adequate sex instruction may become anxious about the loss of 
seminal fluid and think that their strength is being drained away or that 
they have contracted a venereal disease. If the boy has no sympathetic 
adult or friend of his own age group with whom to discuss this, he may 
Struggle alone with this problem for a long time. Sexual impulses and 
sexual tension are markedly heightened during this period. In fact, Kinsey 
[5] has found that the sexual impulses of the male reach their peak of 
frequency and intensity during adolescence. This phenomenon poses a 
very real problem for the youth in our culture. Very few approved outlets 
for the relief of sexual tension are available to him. It is not surprising to 
find that there is an increase in masturbatory activity in this period. Many 
boys suffer from feelings of guilt over their strong sexual impulses and from 
fear of self-injury as the result of masturbatory practices. 


Menstruation 


The corresponding physiological development in girls is the onset of 
menstruation. Most girls receive some information about the physiological 
aspects of menstruation long before it occurs. Usually they receive it from 
their mothers, older sisters, or friends. However, as Helene Deutsch [3] 
has indicated so well in her book “Psychology of Women,” there are some 
rs that tend to make the transmission of in- 
n from mother to daughter difficult. Even the 
ation herself and who recognizes the 
s emotional conflicts involving her 


very strong emotional facto 
formation about menstruatio 
mother who has adequate inform 
necessity for giving it to her daughter ha f 
daughter that make it difficult for her to perform this duty. Also, because 
of the girl’s conflicts in her relationship with her mother, it is equally 
difficult for the girl to receive this information from the mother. Deutsch 
found that many girls who stated that their mothers had given them no 
information regarding menstruation were discovered either to have refused 
to listen to their mother’s attempts at explanation or else to have forgotten 
them immediately. A nurse, a physician, or some other well-informed adult 
close to the girl can often give this information more adequately than the 
mother. 


Probles Related to Menstruation. The psychological problems related 


to menstruation are often ignored completely. The first menstrual period is 
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eagerly awaited by most girls who have received some previous information 
regarding it. They recognize menstruation as a sign of approaching ma- 
turity. When it finally occurs and the family still continues to treat the 
girl as a child, she may be bitterly disappointed and resent the whole 
process. It may seem preferable to her not to be inconvenienced by it if 
she is to gain nothing from it. There are other girls who hate everything 
about menstruation. They continue to deny their feminine role even after 
the onset of menstruation. This is often the girl who in the latency period 
competed with her brother by outrunning him, outjumping him, and out- 
doing him in reckless exploits. Menstruation is often a severe blow to such 
a girl. She needs help in learning to accept her femininity. Many girls suffer 
from the common fears and superstitions regarding menstruation. These 
include the ideas that the menstruating woman is unclean, that she is un- 
healthy, or, as the colloquial expressions state it, that she is “unwell” when 
she has her “monthly sickness.” Many women feel that they are unattrac- 
tive to men during this period. In some cultural groups the menstruating 
woman is regarded as unlucky to others or able to cast an evil spell. 

Feelings of guilt and inferiority are also commonly associated with the 
onset of menstruation. The mother’s attitudes toward the girl at this time 
are often a reflection of her own conflicts. Some mothers try to ignore any 
reference to menstruation. It is never mentioned or talked about in the 
home. Other mothers seem embarrassed; some try to restrict the girl socially 
by telling her that she should remain quietly at home and not engage in 
sports or other outdoor activities. Many mothers overcompensate for their 
unconscious feelings of hostility toward the girl by being extremely solic- 
itous of her during her periods. 

The problem of pain during the menstrual period is almost always 
psychologically determined. Usually, if the mother has experienced painful 
menstrual periods, she instills an anticipation of pain in the girl’s mind. 
Intensified sexual impulses are common during menstruation. The girl may 
feel guilty about these feelings and try to repress them, thus causing in- 
creased tension and dysmenorrhea. Another reason for dysmenorrhea is 
that the threshold of pain varies greatly in different women. Neurotic 
women who are highly sensitive to pain have a high incidence of dysmen- 
orrhea. Benedek [2] found dysmenorrhea occurring when sexual tension 
was not relieved by sexual gratification. Even when anatomical and physi- 
ological abnormalities play a causative role in dysmenorrhea, the resultant 
pain is intensified by psychological factors. 


Other Adolescent Traits 


Adolescents of both sexes are extremely sensitive and vulnerable during 
this critical emotional period. They can be very shy and retiring one mo- 
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ment and aggressive the next. The careless dress of the juvenile period 
disappears and suddenly clothes become very important. Their clothes 
must be the same kind that every other adolescent of their acquaintance is 
wearing. Adolescents are extremely self-conscious. The approval of others 
is more important to them at this period than at any other time of life. 
They are often highly critical of their parents and feel that most adolescents 
could do a better job of managing things than most adults. At the same 
time, adolescents have moments when they are overwhelmed by the im- 
mensity of some of the problems that face them. Then they are glad to sink 
back into an acceptance of family security for a little while. 


Resolution of the Oedipal Conflict 


Adolescence reactivates the oedipal conflict. The unsolved problems of 
the earlier oedipal period are reawakened in both boys and girls by their 
physical growth and development and by their sexual maturation. With the 
reawakening of interest in sexual matters, the girl again finds herself turn- 
ing to her father for admiration. The father, in his turn, is proud of his 
attractive young daughter. He may sometimes escort her to activities until 
she acquires an escort of her own age. Some fathers become possessive and 
jealous of attentions paid to their daughters at this time. Similarly, the boy 
again develops tender feelings for his mother, and she for him. If the father 
is engrossed in business affairs, the son may occasionally act as his mother’s 
escort to social functions. Yet these father-daughter and mother-son rela- 
tionships are not easy and comfortable. Both son and daughter are 
ambivalent in their feelings toward the parent of the opposite Sex. Uncon- 
Scious oedipal repressions arouse guilt feelings if the relationship gets too 
close. The adolescent often then alienates the parent with some type of 
hostile behavior. 

The adolescent also has difficulties related to his feelings for the parent 
of the same sex. The old oedipal hostility is renewed, this time with far less 
inequality between the two protagonists. Now the adolescent can be a far 
More substantial threat to the parent than the child was. The boy rebels 
Openly against his father; he bickers, argues, fights it out with him on every 
possible issue. The girl feels a similar hostility toward her mother but ex- 
presses it a little more cautiously, for she fears that her mother, with her 
greater knowledge of feminine matters, may destroy her. The girl is much 
more vulnerable than the boy. Nevertheless, the struggle between mother 
and daughter is a bitter one. There is nothing that arouses the jealousy of a 
narcissistic mother more than to have an attractive young daughter as a 
rival. i 

The struggle between the adolescent and the parent of the same sex must 
be worked through if the individual is to become emotionally independent 
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of his parents. The contest is a necessary stage in the resolution of the 
oepidal conflict of childhood. It is completely resolved when the individual 
achieves a satisfactory heterosexual relationship. So difficult is this struggle 
for many individuals that they are never able to free themselves in adult 
life. These individuals are the devoted sons and daughters who are never 
able to live a life of their own choosing but continue to submit to the 
wishes of their parents. 


INTERPERSONAL RELATIONSHIPS IN ADOLESCENCE 


Every human being needs two different types of relationships with other 
human beings. One is acceptance by a group, and the other is a deep, 
intimate relationship with another person. For the child both types of rela- 
tionship were found within the family. With the onset of the juvenile period, 
the search for them outside the family began. The individual’s first intimate 
relationship in childhood was developed with the mother. In the juvenile 
period this need was first met by the acquisition of a school chum or a pal 
of the same sex. Then with the first stirring of love for someone other 
than one’s self, the so-called crush developed—the relationship with an 
admired older person of the same sex. Toward the end of the juvenile 
period and at the beginning of the adolescent period, and often continuing 
throughout adolescence, one frequently sees a strong, close relationship 
develop between two adolescents of the same sex and age with the same 
interests. Some of these friendships have become famous in history and 
literature—Jonathan and David, Damon and Pythias, Tennyson and Hal- 
lam, to mention a few examples. 


Friendship Patterns 


These friendships play an important role in the development of the 
personality. The adolescent becomes very sensitive to the nuances of his 
friend’s personality. He feels that in turn his friend understands him. In 
some ways, this friendship has many things in common with the mother- 
child relationship; the adolescent feels an almost maternal tenderness and 
solicitude toward his friend. The happiness of his friend is more important 
to him than his own. As was mentioned in a previous chapter, this is the 
beginning of the ability to give love. In this kind of relationship, in which 
the adolescent feels loved and secure and in which he is eager to please the 
other individual, it is possible for him to accept realistic and often un- 
favorable comments about himself. If these same comments were to come 
from parents, teachers, or siblings, they would be violently rejected. The 
adolescent learns to see himself through the eyes of his friend, This can 
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have a very strong modifying effect on the adolescent’s character develop- 
ment. 

Another important function of the close friendship with a friend of his 
own sex is that it prepares the adolescent for a new kind of close relation- 
ship, that is, a relationship with a member of the opposite sex, or a 
heterosexual relationship. Along with the maturation of the sexual organs 
and the increase in sexual impulses, the adolescent boy renews his interest 
in the opposite sex, which has been latent since the oedipal period. Girls 
have been outside of his sphere of interest for such a long time that they 
have become unfamiliar to him. His interest and curiosity are aroused, but 
he does not know how to approach them. He frequently begins with phanta- 
sies and daydreams involving girls. The subject of girls comes up for discus- 
sion in his gang and with his friend. The boy may try to get information 
about what girls are like by observing his sisters and their friends. He is torn 
by shyness, which holds him back, and by his sexual impulses, which urge 
him on. Eventually, he begins to meet girls socially, and generally establishes 
a relationship with a particular girl. Tt is not unusual for an adolescent’s first 
girl friend to be the sister of his friend. 

These early heterosexual relationships serve as an experimental and 
testing-out phase in the emotional development of the individual. The 
adolescent boy first learns to feel comfortable and secure with a member 
of the Opposite sex. Then he is able to transfer the feelings of worth, tender- 
ness, and intimacy which he felt for his close friend to his girl, who becomes 
as well the recipient for the expression of his sexual impulses. The difficult 
transition from the homosexual to the heterosexual stage of development 
is finally completed in the next stage of development, that of a stabilized 
heterosexual adjustment. In our society this is realized most adequately by 


marriage and the establishment of a family. 


Dating 


; In the experimental period, boys and girls first date casually and then 
“go steady.” It is in this phase that they get to know each other well. This 
experience offers another opportunity for the adolescent to evaluate him- 
Self, this time through the eyes of someone whose standards and ideals may 
n. He also has an opportunity to know, to 


vary considerably from his ow 
understand, and eventually to love someone quite different from himself. 
be a series of these relation- 


During the period of adolescence there may 
ships, so that he may learn to know at close range a number of girls. At 
the same time, the close relationship affords an opportunity for both the 
boy and girl to express their sexual attraction for each other within the 
limits of their social and personal codes. Some adolescent love affairs are 
superficial and short-lived; others are very serious. Sullivan [6] made the 
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interesting observation that individuals who have not experienced a close 
relationship with a member of their own sex feel no tenderness for their 
partners in a heterosexual relationship. These individuals treat the girl 
simply as a sexual object, without regard for her worth as a person. 


The Adolescent and the Gang 


At the beginning of the adolescent period, the boy may still be affiliated 
with his gang. If so, as one of the older members, he may function as a 
leader. But as the many other interests which engage the attention of the 
adolescent crowd in on him, he begins to move away from the gang. The 
gang organization tends to disintegrate as the members begin to get in- 
terested in girls. The subject of girls becomes an engrossing topic of con- 
versation for the members. Older members of the gang may already be 
dating. Social activities, such as dances, parties, dramatics, and spectator 
sports, and other mixed-group activities break down exclusively male as- 
sociations. College, job opportunities, and marriage usually complete the 
dissolution of the gang. However, in some communities where the members 
remain in the same neighborhood, “the gang” may continue to meet weekly 
for bowling, poker games, or other Stag affairs even after marriage. 

On the other hand, in communities where there are insufficient activities 
to engage the interest of the adolescent or not enough opportunities for 
earning money or prestige, the gang, instead of dissolving, may become 
more highly organized and engage in antisocial activities. Gang organization 
again serves to protect its members, this time against society. This is the 
type of gang about which one reads in the newspapers and which has given 
this form of social organization its unsavory reputation. Other group ac- 
tivities which carry on some of the functions of the gang and the clique 
include college fraternities and sororities. In these groups, clothes, man- 
ners, dating, and other social matters are discussed. Fraternity or sorority 
members will often take an awkward member in hand and correct his social 
behavior. Mutual assistance in studying and classwork is also frequent. 
Fraternities and sororities, however, have the disadvantage of setting up 
false social distinctions and often prevent their members from mingling 
freely with other students. Other types of groups which appeal to adoles- 
cents include church groups, dramatic societies, debating clubs, social and 
political groups. 


STRUGGLE FOR INDEPENDENCE 


Choice of Vocation 


During this period adolescents of both sexes generally decidé on their 
future vocations. They generally choose the professional schools they wish 
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to attend and make other vocational plans. Many adolescents take jobs 
during the summer which will help to prepare them for a vocation or help 
them decide whether they would like a particular vocation. Girls have a 
more difficult problem than boys in this respect. For in our culture a girl 
must really prepare herself both to earn her own living, if necessary, and 
also for wifehood and motherhood. 

Many adolescents in this country are still in school throughout this 
period. School gives the adolescent an opportunity to broaden the horizons 
of his personality. Competent instructors, good libraries, visiting lecturers, 
and educational opportunities of other kinds are available to him. He is 
confronted by a wealth of new ideas from which to evolve a personal 
philosophy. The additional period in school also gives him time to integrate 
these ideas into his personality. Warped concepts or a poverty of ideas in 
the earlier phases of his development can thus be remedied. During this 
period, he may also become acquainted with art, music, and poetry. The 
adolescent may appreciate these arts very keenly, perhaps more keenly 
than at any other period in his life, because of the heightened sensory 
perceptions characteristic of this period. A reawakening of religious feel- 
ings is not an uncommon experience for many adolescents. Often the 
deepest religious experiences of an individual’s life occur during this 
period. Travel is an experience which not only enriches his personality but 
gives him an opportunity to test himself in many kinds of situations. Ac- 
tually visiting other countries, talking to their inhabitants, seeing their art 
treasures gives him a basis for comparing the ideas and customs of these 
Countries with those of his own country. 

All these intellectual and esthetic experiences also serve to drain off some 
of the adolescent’s unexpended sexual energy. In fact, some adolescents 
who are frightened by their sexual impulses may become excessively con- 
cerned with intellectual matters. They may isolate themselves from other 
young people and bury themselves in their studies. They often deny them- 
Selves any form of pleasure and lead very ascetic lives. Since they receive 
commendation from their instructors, this sublimation works fairly well 
while they are in school, but out of school they are very unhappy people. 


Work Experience 


ol to go to work at sixteen, a few even 
job along with their schoolwork. Although 
f ideas encountered at work are not 


Many adolescents leave scho 
earlier, Others carry a part-time 


the contacts with people and the scope 0 
so wide as those in school or college, the realistic aspects of the work 


situation are of inestimable benefit to the adolescent. He gains a kind of 
experience which gives him self-confidence in making judgments and de- 
cisions. He knows something will or will not work because he has actually 
tried it. Work tends to fix personality patterns more firmly. The boy who 
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leaves school and goes to work too early is often handicapped because his 
personality is fixed before he has gained a wide enough background to 
allow for flexibility in making decisions. On the other hand, postponement 
of work experience too long tends to make an individual unsure of him- 
self, lacking in responsibility, unrealistic, and immature. Work gives an 
adolescent a sense of purpose and achievement, a feeling of being useful. 
It can be a very important factor in molding the adolescent’s personality. 
Work is also an experience which gives him a sense of social responsibility 
and helps prepare him for his role in adult life. 


Struggle for Independence from Family 


One of the major tasks of the adolescent is to emancipate himself from 
his family. In order to become a fully mature individual, ready to marry 
and start a family of his own, he must be physically and sexually mature 
and emotionally and economically independent of his family. In many 
tribal cultures it is possible for the adolescent to be entirely independent. 
When he reaches puberty, he goes through a ceremonial, some form of 
puberty rite, which confers on him the rights and privileges of an adult. He 
is recognized by his family and by everyone in the community as an adult. 
His family may give him a piece of land or other possessions at this time. 
He soon takes a wife and establishes himself either in his own or his wife’s 
community, participating in all the civic activities of a full-fledged adult, 
including council meetings, hunting, and fishing expeditions. 

In our culture the educational system prolongs the period of the in- 
dividual’s dependence on his family far beyond puberty. Legally, he is not 
considered an adult in most states until the age of twenty-one. Usually, in 
our culture, the adolescent is not financially independent; he is considered 
too young to marry, and by many parents he is regarded psychologically as 
still a child. However, the young man who leaves school to take a job does 
not have much difficulty in having his new status recognized, It is difficult 
to continue to treat anyone who comes home with a full pay check as a 
child. But the adolescent who must spend many years in school and college 
in preparation for his future vocation has a very difficult time persuading 
his parents to regard him as nearly adult. Since financial independence is 
out of the question for the duration of the educational period, the struggle 
between the adolescent and his family centers around psychological and 
social independence. 

Often the issue around which the battle for independence rages is the 
granting of privileges which the adolescent tends to regard, and perhaps 
with some justification, as the badges which confer adult status. These 
privileges include driving or owning a car, being well dressed, and having 
money to spend. He wants to be able to come and go at will end not be 


ADOLESCENCE 99 


questioned about what he did or whom he was with. He wants to be free 
to engage in smoking, drinking, and sexual activity. But most of all, he 
wants to be regarded as a person of importance in the family, to be con- 
sulted in family and business matters. His parents, on the other hand, tend 
to believe that he asks for too many privileges too soon. Often they feel 
he is not capable of using these privileges wisely. Though there is usually 
considerable validity to the arguments on both sides, there is a deeper issue 
than the granting or withholding of privileges at stake. It is an issue related 
to the renewed oedipal conflict. 

An even more primitive conflict is stirred up, that is, the intrapersonal 
conflict between independence and dependence, the unconscious longing of 
the adolescent to give in to his strong dependency wishes. Thus, part of his 
own personality sides in with his parents, who want to keep him as their 
child. In order to combat this, the adolescent overreacts; he responds to 
petty annoyances and irritations with outbursts far more vehement than 
Seem appropriate. It is this inner conflict that gives the explosive, unpre- 
dictable quality to the adolescent’s behavior and that explains why he 
Struggles so violently to free himself from the love, the authority, and the 
possessiveness of his parents, and from his dependence on them. He cannot 
free himself all at once, nor could he handle his freedom if it were granted 
to him. So as in the tide of battle, now advancing, now retreating, the 
adolescent demands or accepts, and the parents grant or stand firm, until 
by means of this process the adolescent finally achieves his emancipation. 

If the adolescent is shy, if he is socially inhibited by the parents, or if 
his parents are extremely possessive, it is most difficult for him to loosen 
family ties and transfer his interests elsewhere. Outgoing and aggressive 
adolescents stand a much better chance of accomplishing this than the shy, 
quiet ones, Escaping into mixed groups with other teen-agers is the solution 
of most American adolescents. Double dating is another method by which 
young people can go out together and yet have group security. Intelligent 
and sympathetic adults can help adolescents meet young people of the op- 
posite sex and give assistance if difficulties arise. It is very important in 
this period which is a preparation for adult life that young men and women 
should not be deprived of the companionship of the opposite sex. 
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9 Maturity 


The concept of maturity includes the ideas of fulfillment, ripeness, abun- 
dance, and perfection. An individual reaches full physical maturity some- 
time in his twenties. The process of physical growth stops at this time, 
though a few individuals continue to grow slightly even after thirty. Repro- 
duction is possible and frequently occurs in adolescence, but most obstetri- 
cians feel that a woman’s reproductive organs are not fully developed until 
she is in her twenties. After this age, she is capable of producing healthy 


children with the least possible harm to herself. 


Variations in Maturity 


Physiological maturity is achieved by most individuals, though some 
cases of incomplete development of the reproductive organs are seen in 
medical practice. Full psychological maturity, however, is achieved by 
relatively few individuals. The age at which psychological maturity is at- 
tained varies widely. A few individuals reach it in their twenties, many 
More in their thirties, some in their forties, and many never achieve it at 
all. Nor does an individual develop an equal degree of maturity in all areas 
of his personality. He may be very mature in his thinking, yet react emo- 
tionally like a child. Other individuals are very mature in their business 
and social relationships, yet are extremely immature in their behavior when 
their physical well-being is threatened, as by illness. The personalities of 
these individuals have remained immature in particular respects. The points 
at which further development is blocked represent fixations which have 
Occurred at one or another of the developmental stages described in the 
Preceding chapters. Most psychiatric disorders have their origin in the 


resulting islands of immaturity within the personality. 


CRITERIA FOR EMOTIONAL MATURITY 


What are the criteria for emotional maturity? This is a question of great 


interest to” psychiatric nurses as weli as to psychiatrists and other workers 
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in the psychiatric field. Alexander [1] conceives of emotional maturity as 
comparable to other forms of biological maturity. When an organism has 
achieved its optimum growth, its surplus substance and energy are utilized 
to create a new organism; for example, by binary fission an oversize ameba 
divides into two smaller ones. In a comparable sense, when the human in- 
dividual, having developed his own resources by taking sustenance from 
his environment, has reached physical and emotional maturity, then he 
begins to feel a need to give of himself in turn. This he may do by the 
reproduction and rearing of children or by other creative activities, such 
as work, inventions, fine arts, or building a business, social, or political 
organization. As childhood is characterized by receiving without giving in 
return, so maturity is characterized by giving without the expectation of 
receiving, or, to use another phrase, by unconditional giving. Alexander 
also conceives of the mature individual as one who can free himself from 
rigid patterns of behavior and adapt himself to the circumstances at hand. 


Maturity as Unconditional Love 


The ability to love without recompense is undoubtedly one of the most 
important criteria of maturity. Somewhat along the same line of thinking 
as Alexander's concept of surplus is the concept stated by Erich Fromm 
[4] in “Man for Himself,” that only the person who is full of love him- 
self is able to give love to another. In order to love others, a person must 
first be able to respect and cherish himself. He must have love in abun- 
dance in order to give love. He cannot give to another that which he does 
not have himself. So it is the surplus love which a person gives away freely 
and unconditionally. This is the reason why a mother’s love for her infant 
is so important in creating a source of lovableness within the child. 
Throughout the years of his dependency the individual receives love, grad- 
ually requiring smaller amounts, until he comes to the point in his de- 
velopment, maturity, when he wants to give it. 

Children often think that love exists in a limited quantity, that if one 
gives love to another, one has just that much less oneself. This is the reason 
why children and immature people who have not received sufficient love 
themselves become anxious when too many demands for love are made on 
them. For example, many nurses feel that if they meet the emotional de- 
mands of their patients, the demands will become insatiable. Actually, the 
opposite is true. When the demands begin to be met, they tend to decrease 
both in urgency and in frequency. However, it is necessary for the individual 
who is required to give a great deal of himself, to build up and replenish 
his narcissistic supplies, that is, his supply of self-love. He has to learn to 
be good to himself. Each individual has to find out for himself what he 
needs in order to accomplish this. For many people, this inciudes rest, 
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sleep, recreation, and the love and companionship of other people outside 
of the work situation. 


Other Criteria 


The following criteria are offered by other authorities. An emotionally 
mature person is able to take full responsibility for his actions. He has 
evolved a personal philosophy and standards of ethics that are his = 
and not simply accepted from his family. He uses these principles to gi de 
him in his actions, and he is able to stand by them when they are held in 
question. He is also able to reconsider his principles from time to time and 
make necessary changes consistent with reality and his own continuing 
emotional g 7 

The pe ae ue BR is able to postpone immediate pleasure for long- 
term values or goals. He can evaluate a situation realistically and is not 
swayed by fears, prejudices, Or superstitions. He is in wg — 
cally, socially, and emotionally, yet he can accept Sig ba e ap Ta 
without guilt or anxiety when the occasion requires it, for eamp a ng 
illness or temporary financial difculties. He is able R voice m A 
disapproval when it seems to him merited. He feels free to ac 


believes himself to be unjustly treated. 


Psychosexual Adjustment 


nt of the mature individual is characterized 
factory heterosexual relationship. This rela- 
tionship not only must be personally satisfying to the two ae 
must also be fulfilled within the social limits of the Se se 
requiring legal sanctions or marriage. The mature indivi ‘i ae 
make a satisfactory social adjustment in regard to work, ap + n 
and civic responsibilities. In many primitive cultures, these Hn =e 
development complement each other. When the mapin obi im 
wife, his culture provides a method which assures him of obtaining i 
; i irga a 
His status in the community and his means of making a living — 
Provided for in the social structure. He does ra ny to worry abou 
i j i for himself. 
ing for a job or trying to make a name i 
In aihe. tiie Fading our own, the social and psychological = 
d z 
indi i i i ach other. An extreme examp 
of an individual may be in conflict with each pi 
ists j i onomic reasons many men remain 
exists in present-day Eire, where for ec y x 
Piclotost wart sa past forty. In Germany and er Poa pisa 
i ageable age tha . Ob- 
there are several million more women of marriag' g à 
viously, a great many of these women will not have an opportunity 3 maty 
In our own country, young men who wish to prepare themselves for pro 


The psychosexual adjustme 
by the establishment of a satis 
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fessions requiring an extended educational period, such as medicine, either 
have to postpone marriage or revert to dependence on their parents or their 
wives. None of these solutions is conducive to the development of a 
psychologically well-adjusted, mature person. Another example is that of 
the ambitious young man who wants to improve his station in life by 
moving to a higher social class and accomplishes this at the expense of 
his psychosexual development. These are the “self-made” men who are not 
infrequently emotionally immature. Other individuals are prevented from 
marrying by a family misfortune which makes it necessary for them to 
assume responsibility for the family into which they were born. 


PATTERNS OF PSYCHOSEXUAL ADJUSTMENT IN MARRIAGE 


Marriage is not the solution for every individual’s psychosexual adjust- 
ment as an adult. Nor is the fact that a person is married an indication that 
he has achieved a mature psychosexual adjustment. In marriages in which 
there is a great discrepancy in the ages of the partners, the relationship iS 
frequently a father-daughter or mother-son relationship. Often the younger 
partner has been deprived of the parent of the opposite sex or did not 
receive sufficient love from the parent and therefore seeks parental love 
in the marriage. The older partner generally feels insecure sexually and J8 
fearful of a relationship with a partner of his own age. His advantage in 
experience and age, however, makes him feel more secure with a younger 
person and he can enjoy his protective role toward his partner. F 

Another pattern of marriage is the brother-sister relationship. This 
usually occurs when two young people, still rather immature and often not 
particularly interested in sex, marry for the sake of companionship. Many 
such couples have not broken off their emotional attachment to their 
families. Not uncommonly, after marriage they live in the home of one of 
the sets of parents, both continuing to work, paying board, and permitting 
the parents to assume responsibility of the home for the combined families. 
The son-in-law or daughter-in-law has simply been adopted into the family 
as another child. This pattern, of course, also meets the psychological needs 
of parents who do not want to give up their children. 

The marriage of convenience is a type of marriage which is perhaps more 
common, or at least more openly recognized, in Europe than in this country: 
This is the marriage which is contracted by the partners for the purpose al 
achieving or bolstering the prestige of family name, social position, property 
rights, or business interests, The meaningful psychosexual relationships ate 
established outside of the marriage. A variation of this type of marriage 1S 
the marriage for the sake of giving legal status to a child conceived out 
of wedlock. In the marriage of convenience, the wife usually has a great 
deal of social prestige and is greatly respected by her husband, so much 
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so that sexual relations between them rarely occur. This pattern exemplifies 
the dichotomy of the “good” woman who is respected and the “bad” or 
sexual woman who is devalued as a person. The opposite type of marriage 
is one in which the man marries the woman to whom he is sexually at- 
tracted, but continues to give his love, loyalty, and respect to his mother 
Or sister. In this type of marriage the wife cooks, keeps house, bears the 
children, satisfies her husband’s sexual needs, but he never confides in her, 
discusses his plans with her, or gives any indication of regard for her as a 
person. 


Neurotic Marriages 


“Like seeks like.” This seems to be true in many 
s tend to marry mature persons, and 
Many of the marital problems seen 


The old adage says, 
Marriages; that is, mature individual 
the immature choose immature mates. 
in psychiatric clinics stem from the so-called neurotic marriage, in which 


both husband and wife have neurotic personalities. It is an interesting ob- 
servation that the neurotic person often seeks out someone whose neurotic 
traits complement his own and whose personality meets some of his own 
Neurotic needs. Frequently, these marriages appear to be very unhappy, 
with a great deal of quarreling and mutual recrimination between the 
Partners. Friends of the couple wonder why they remain together. But, 
though they are unhappy together, they are even unhappier apart. A kind 
Of balance is achieved in the marriage, and many such marriages may 
Continue indefinitely without either partner seeking psychiatric or other 
help. Only when the somewhat precarious balance is disturbed by one or 
the other partner do they come for psychiatric assistance. The balance may 
be upset when one or the other partner becomes either more or less 
Neurotic. It has been noted, for example, that as a patient in therapy gets 


etter, the spouse may become increasingly maladjusted. 


Cultural Pressure for Marriage 


at deal of social pressure to marry and much 
Concern with the outward forms of marriage. Weddings are among our most 
important social events. Books, plays, movies, television, and other forms 
of entertainment continue to play endless variations on the theme—boy 
Sees girl, boy meets girl, boy marries girl. A popular pastime of young 
Married couples is marrying off their single friends. Even popular psy- 
chology promulgates the idea that one is not “normal” unless married. This 
has resulted in many individuals’ marrying for the sake of marrying. They 
Want to be like everyone else in their set. Other people marry because 
marriage i$ the only way provided in our culture for a man and a woman 


In our culture there is a gre 
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who are not related to each other to live together legally. Many people 
marry who are not equipped to fulfill the obligations of marriage. Marriage 
should be the union of two mature people who love and accept each 
other and who want to create a home in which children can live, love, and 
grow up happily. 


Marriage as a Test of Emotional Maturity 


Marriage is a great test of emotional maturity. Some individuals have 
been so badly traumatized in their emotional development that they are 
not psychologically prepared for marriage. This group includes those in- 
dividuals who have not worked through the problems of the normal homo- 
sexual period and still remain in this stage. Such a person is not able to 
become emotionally attached to a member of the opposite sex. Some 
individuals are latent homosexuals; that is, they are unaware that the 
reason why they are unsuccessful in their attempts at heterosexual adjust- 
ment is that unconsciously they are drawn to their own sex. Such indi- 
viduals frequently marry and have children. Their difficulty may be discov- 
ered only when they come for psychiatric treatment. Overt homosexuality 
is a conscious preference for a love object of one’s own sex. A great deal 
of prejudice and misunderstanding exists in our society about homo- 
sexuality. Too often it is considered a crime rather than a psychiatrie 
problem. Many so-called homosexual adults have not even reached the 
homosexual stage of development but are still back in the narcissistic stage 
They are still self-centered and able to love only themselves. They use sex 
as a means of establishing some kind of human contact. y 

Some narcissistic people lead lonely lives, but others are very active 
socially. The latter include women who are much sought after for their 
beauty. In marriage, they make very demanding wives, who claim the love 
and admiration of their husbands and children but give little in return. 
Some actors, actresses, and other members of the entertainment world fall 
in this category, but narcissistic, egocentric individuals are also found i? 
other walks of life, including business, politics, and the arts. If these people 


marry, the marriage is invariably unhappy, for they have nothing to, 
contribute emotionally to their partners. 


PSYCHOSEXUAL MATURITY IN MAN 


Every individual inherits both male and female genes and has both 
masculine and feminine interests. However, society is best served if the 
man develops his masculine traits as completely as possible and the woman 
her feminine traits. These traits are socially determined. What is considere 
masculine in one culture is an attribute of women in another. Margaret 
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Mead [6] discusses this subject at length in her thought-provoking book 
“Male and Female.” By the time a man has reached maturity, the long 
process of identifying himself with the masculine role is almost completed. 
The process is further strengthened by the heterosexual relationship, in 
which he can sublimate the feminine aspects of his personality in his ad- 
miration for the feminine traits of the woman he loves. 

The period of courtship is a preparation for making a choice of marriage 

partners and establishing a stable heterosexual relationship. The first girl 
a man courts is frequently a girl who resembles his mother. Symbolically 
he achieves his oedipal wish, and he is then free to choose a wife who is 
different from his mother. In marriage a man experiences some loss of 
Personal freedom, but in his intimate relationship with his wife he gains 
an emotional security such as he has not enjoyed since his relationship with 
his mother in early childhood. Marriage also enhances a man’s self- 
confidence and his self-respect. Sexual satisfaction in marriage assures 
him of his virility and realizes his procreative impulses and thus gratifies 
his narcissism. 
_ Marriage arouses emotional conflic ; ° c 
+ related to the inability to sever emotional ties with their families, par- 
ticularly with their mothers. However, for many men a far greater emo- 
tional conflict is activated when the wife becomes pregnant. Fatherhood 
Puts a severe emotional strain on the man. He has to suppress his own 
dependent wishes in order to support his wife and child. He often feels 
envious of his wife, whose role at this time is one of passive dependence. 
She remains at home, while his responsibility to work and earn a living is 
Increased, If his wife ‘his been working, she must now stop, and the entire 
burden of supporting the family rests with him. , 

A man’s envy of the feminine passive-dependent role is the counterpart 
of penis envy in women. In his role of father, the man is not only required 
to give materially to the support of mother and child but greater demands 


are also made on him emotionally. The mother needs additional emotional 
SUpport to carry her through pregnancy, childbirth, and the postpartum 
Period. As the baby grows into childhood, he will also need love and 
affection from his father. The man often feels deprived of his wife’s love 
as she focuses her attention on the baby. It is not unusual for a father to 
envy his own children, Old feelings of sibling rivalry may be aroused and 


transferred to his own children. 
Men may develop a variety of psyc 


ts in some men. The most common 


hological reactions to conflicts related 


to fatherhood. Depressions are very common; occasionally they are so 
Severe that suicide is attempted. Desertions are also common. Some men 
resort to alcohol. Reactions related to over-identification with the pregnant 
Woman, such as vomiting, increased eating (eating for two), and even 
Staying in. bed, are seen from time to time. In some cultures, this un- 


108 UNDERSTANDING THE PATIENT 


conscious identification is ritualized in the custom of couvade, in which the 
father remains in bed in the postpartum period instead of the mother. 
Occasionally, too, men confronting fatherhood develop psychosomatic ill- 
nesses such as ulcers, or severe neurotic or psychotic reactions. 

Human fatherhood is a social invention according to Margaret Mead. 
Without it the human family as the agent of enculturation is not possible. 
Dr. Mead writes: + 


Male sexuality seems originally focused to no goal beyond immediate dis- 
charge; it is society that provides the male with a desire for children, for 
patterned interpersonal relationships that order, control, and elaborate his 
original impulses. ... Put very simply, men have to learn as children to want 
to beget and cherish children, and to maintain a society in which children are 
provided for as well as simply protected against enemies. 


PSYCHOSEXUAL MATURITY IN WOMAN 


The mature woman has two very different aspects of her psychosexual 
nature to integrate in order to attain the fullest development of her per- 
sonality. Helene Deutsch [3] in “The Psychology of Women” called these 
two aspects the feminine woman and the motherly woman. Benedek [2] 


and Jung [5] in slightly different terms have also described the dual role 
of women. 


Feminine Woman 


The feminine woman has a more idealized and romantic concept of love 
than a man has. To her the more sublimated concept of love is more 
important than the purely sexual aspects of love. She is also highly narcis- 
sistic. Freud wrote that the feminine woman does not love but lets hersel 
be loved. She plays a passive role in the relationship and tends to get her 
satisfaction from her admiration of the man and from her identificatio® 
with him, often to the point where she is in danger of losing her own ego 
identity. She falls in love easily but is also reserved in regard to her inner 
life. The function of her narcissism is that it acts as a reservoir of emotion 
energy. Her self-respect and self-confidence also spring from this source: 
Her narcissism both feeds her inner life and protects her from loss of her 
own personality. It provides a barrier by keeping her aloof until she feels 
sure of the man’s recognition of her personal value. When this is assured, 
she becomes an ideal mate and companion. 


* Margaret Meade, “Male and Female,” William Morrow & Company, Inc.» Neg 
York, 1949, pp. 229-230. 
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Narcissistic Needs of Women 


The need to feel lovable, which is, in essence, the basic need of the 
feminine woman, is important to a woman throughout life. The reservoirs 
of narcissism must be replenished from time to time, not only by association 
with those who love her but also by little acts of self-indulgence, such as 
buying new clothes and cosmetics, visits to the beauty shop, breakfast in 
bed, and so forth. Each woman must discover for herself what things make 
her feel feminine. These are psychological necessities for a woman. She 
must feel cherished if she is to be able to fulfill the womanly function of 
creating love in others. The housewife who begins to feel dull and drab, the 
business woman who works too long in an impersonal environment, the 
nurse or social worker who gives so much in service to others that she feels 
unlovely to herself—all these women are suffering from a depletion of their 
narcissism. This psychological need of women has been too long neglected 
by members of the family, supervisors, counselors, physicians, and by 
women themselves. John Cowper Powys [7] in a charming little book, “The 
Art of Happiness,” writes, “The more deeply a woman lives to herself and 
retreats into her own world of sensations, the more generous and indulgent 
she can be to her man and the happier she can make him.” 


Motherly Woman 


The motherly component of a woman’s personality has quite a different 
quality from that of the feminine component. As the latter has its fulfill- 
ment in the role of wife, the motherly component has its fulfillment in 
motherhood. But motherliness is an aspect not only of women who become 
mothers but of all women. Benedek [2] believes that sympathy, responsive- 
ness, and the desire to care for others develop in every woman the same 
empathy that a mother feels for her children. She also feels that the matura- 
tion of the quality of motherliness broadens and deepens a woman’s 
personality. As the feminine woman was concerned with being lovable, the 
motherly woman is primarily concerned with giving love. She is deeply 
Tesponsive to helplessness, weakness, and frailty, and she pours out her 
love unstintingly. A. a, 

Many professions offer opportunities for utilizing the motherly com- 
ponent of a woman’s personality, particularly such professions as nursing, 
teaching, and social work. In contrast to the feminine woman who tries 
to preserve her integrity, the motherly woman Is selfless and self-sacrificing. 
A mother will gladly forfeit her own life to save her child. Motherliness has 
deep roots in a woman’s personality. Motherhood can be a very satisfying 
experience. A woman often feels a sense of completion and fulfillment when 
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she sees the child that she has borne lying in her arms. Identification may 
be so complete that a mother may regard the child as an extension of her 
body and her own personality. She may see him achieving those goals 
which she has only dreamed of for herself. 


Conflicts over Motherhood 


When the feminine and the motherly aspects of the woman's personality 
are successfully integrated, the woman retains the feeling that she is cher- 
ished yet is able to discharge her excess love in the nurture of her children. 
Such a woman is indeed fortunate. Some women, however, become 
frightened by the demands of motherhood. They may become resentful at 
the discovery that they are pregnant. Often they feel that they will lose 
their physical attractiveness. Others suffer from the feeling that they are 
literally being devoured by the fetus. Still others feel inadequate to the 
responsibility of caring for a child. Pregnancy may reactivate many un- 
conscious childhood hostilities toward parents and siblings. It is not un- 
common for mental disorders to occur during pregnancy and in the 
post-partum period, A source of conflict in many marriages is that the 
woman becomes so engrossed in her motherly role that she becomes dis- 
interested in being a wife. Mother and child become a self-sufficient emo- 
tional unit, and the husband feels left out, Actually, this follows an archaic 
pattern, for in primitive societies the father may not be considered necessary 
to the process of procreation. The child is thought to be solely the creation 
of his mother. In families in which the woman devotes all her attention to 
the child, motherhood may destroy the husband-wife relationship. 


THE ROLE OF WORK IN THE MATURE INDIVIDUAL 


Primitive man had to work to Stay alive. Life was an unceasing struggle 
to get food, to secure protection from the elements, and to fight off enemies 
and marauding animals. Hunting and fishing, interspersed with periods of 
fighting, occupied most of his time and energy. In some cultures today: 
such as the Eskimo, the Struggle to get sufficient food still has the same 
urgency that it had for our ancestors. In these early primitive societies the 
ablest hunter, the most Successful fisherman, the cleverest fighter had the 
greatest prestige in the community. He had the best shelter and his choice 
of the available women. Weaker or less able men put themselves under his 
protection, and he made slaves of his captive enemies. In this way he 
gained power as well as Prestige. Primitive man also felt a personal pride 
in the skills he used. He felt a sense of satisfaction in fashioning his weap- 
ons and tools, in learning to use them, and in improving his ski!ls in using 
them. By means of the objects that he had made with his hands, primitive 
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man could achieve a certain degree of mastery over his environment. He 
did not have to be a helpless spectator of his fate. Work gave him a sense 
of pride in himself and gained for him the respect of his community. 


Values of Work for Modern Man 


Work still has many of the same psychological values for modern man, 
though working conditions have changed greatly. Work is still one of the 
areas in which the mature individual achieves his major satisfactions. A 
man’s evaluation of himself is primarily based on his success in his work. 
He tends to feel that he is a failure if he has not achieved his ambitions 
in his work, even though he may be a successful husband and father. A 
man’s social status in the community is largely dependent on the kind of 
work he does and where he stands within his business or profession. 

Work is also one of the most effective methods of channeling aggression. 
This is particularly true of work which involves the use of physical energy. 
Moreover, work which offers no opportunity to drain off feelings of 
hostility, as in many administrative jobs, may foster the development of 
various psychogenic disorders of which the so-called “executives? disease,” 
Peptic ulcers, is an example. Work also gives modern man a feeling of 
Mastery, competence, and ability. It makes him feel that he has some 
control and direction over his life. As he views the fruits of his work, he 
gains a feeling of security and independence. Work gives life its meaning. 
Depriving a man of work can be one of the most emotionally upsetting 
events of his life. It it equally true that a psychologically disturbed man can 
find work a stabilizing factor. Work often is one of the best therapeutic 
avenues to recovery. , 

For some men work is a goal in itself. These men are fortunate in that 
ind of work that they enjoy and which they would 
rdless of the returns of their work. Some men get 
, as the artist from his creations, the 


they are engaged in a k 
continue to pursue rega 


gratification from what they produce L : 
craftsman from his goods, and the farmer from his crops and livestock. 


Others enjoy the service that they render to others, as physicians, lawyers, 
and ministers. For other men, it is not the work itself that is important but 
the Wages. Far too often in our industrial world, a distance separates a 
Man from the result of his work. He may not see or even know what his 
labor accomplishes, as often happens when a man works ina large factory 
Or business organization. His employer-employee relationships may become 
very impersonal. His employer may be located so far from him that he 
Sees him rarely or perhaps never. This has had a harmful psychological 
effect in that many men have lost the feeling of pride and satisfaction in 
their work. Employment often becomes so highly routinized and monoto- 
Nous that boredom and emotional fatigue are added to a sense of futility. 
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When a pay check becomes the principal source of satisfaction, work 
becomes a necessary drudgery. 


Special Problems of Women’s Work Adjustment 


The mature woman of today is likely to find her most satisfactory work 
outlets in a combination of a career and marriage. For some women, a 
home and the rearing of children can become a task that completely 
absorbs their time, energy, interest, and emotional needs. For other women, 
a career seems to answer all their emotional requirements adequately. 
Many women today, however, are somewhat dissatisfied in each role. They 
find that complete absorption in home and family tends to make them feel 
personally constricted and isolated from the flow of current interests and 
events. They feel a need for outside activity that an occasional bridge party 
or local charity event does not satisf - But even this limitation can be 
accepted by many women who manage to have rich and satisfying lives by 
identifying themselves with the interests of their husbands and children. 

The role of housewife may be quite Satisfactory until the children leave 
home for college, careers, or homes of their own or until something dis- 
tupts the marital relationship. Many housewives become so absorbed in 
their home life during the years of marriage that they fail to keep in step 
with their husbands’ growth of personality and changed interests. The 
emotional investment that the completely domestic woman makes in her 
home is so great that loss of her children, divorce, or the death of her 
husband can be a serious threat to her own personality integration. On the 
other hand, most women who devote themselves to a career alone find 
that no matter how rewarding or intellectually stimulating their job is, Ít 
does not satisfy their deeper emotional needs. 

Many modern women are trying to solve this dilemma by preparing for 
both marriage and a career. Women are beginning to feel that the job 0 
homemaker requires better Preparation than formerly was thought neces- 
sary. Though modern appliances, processed foods, and other innovations 
have simplified housework, new responsibilities have been added which 
many women are ill prepared to assume. The modern wife and mother 1$ 
expected to be able to recognize and take care of the psychological needs 
of her family as well as their physical needs. More and more she is be 
coming responsible for the management of family finances, She is also Ga 
pected to take an active role in the community schools, political and civie 
affairs. Better preparation for homemaking would doubtless help to give 
more prestige to this role as well as more competency in fulfilling its ever- 
expanding responsibilities. 

Modern women also need to Prepare themselves for a career. Not every 
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woman who would like to marry will do so. She will need a career to 
support herself financially, to give her life direction and meaning, and to 
give her opportunities for personal growth and development. Many women 
who do marry find it necessary to supplement the family budget. Some 
married women cannot find enough outlet for their energies or interests 
without a career. Other married women must support themselves, and some- 
times dependents as well, after the loss of their husbands. It is desirable 
that all young women prepare themselves for some kind of gainful occupa- 
tion. Some women prepare for a career, engage in it until marriage and 
childbearing occur, and then when the children no longer need them, they 
again resume their careers. Other women, for example, women physicians, 
often combine both roles successfully throughout life. Nursing is a profes- 
sion which meets many of the special problems of women’s work adjust- 
ment very successfully. Basic nursing education is an excellent preparation 
for marriage and the rearing of children as well as for professional nursing. 
If the professional nurse marries she may either continue to work or drop 
out of nursing while her children are small and return to nursing when 
they are grown. Many older women who are widowed or whose children 
have left the home find that vocational or practical nursing is rewarding 


Personally as well as financially. 


THE ROLE OF RECREATION IN THE MATURE INDIVIDUAL 


Play is both the child’s work and the child’s recreation. It is concerned 
both with the mastery of the environment and with providing pleasure. In 
the mature adult, these two aspects of play develop separately, on the one 
hand into one’s vocation or work life and on the other into one’s avoca- 
tions, hobbies, sports, and other pleasurable activities, for which the col- 
lective term recreation is used. To counteract the boredom and fatigue that 
has come to be associated with many kinds of work in our modern society, 
It has become increasingly important for the mature person to have some 
activities in which he engages simply for pleasure. These are his hobbies. 
Someone has said that a job is work that one has to do and a hobby is 
Work that one wants to do. Not infrequently men work more strenuously 
at their hobbies than at their paid employment. Many a highly paid execu- 
tive enjoys doing the work of a day laborer, building roads and fences at 

1S country home on weekends. , ; . 

Hobbies also allow a person to develop aspects of his personality and in- 
terests which are not satisfied in his daily work. A man can take up a hobby 
Whenever he wishes and drop it when he tires of it. He doesn’t have to 
Worry about his success or failure in it, and he doesn’t have to compete 
with anyone else. Hobbies can be started at any time of life, but it is im- 


z 
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portant that some be initiated during the period of maturity. Not only do 
hobbies give variety and balance to one’s life during this period but they 
also play an increasingly important role as one grows older. n 
Recreational activities are necessities of a normal, well-balanced life. 
They play an important role in maintaining good mental health by pro- 
viding outlets for the anxiety, frustration, excess energy, and tension related 
to daily living. The term recreation is derived from re-create, to make new 
or to make afresh. In its very name one sees its therapeutic implications. 
Work and recreation constitute the natural rhythm of life with alternating 
periods of tension and relaxation. The expenditure of energy in work 1s 
balanced by the restoration of energy in recreation. Both are necessary for 
healthful living. In recreational activities, one can shake off responsibilities. 
One can also enjoy brief periods of regression to simpler, more pleasurable 
activities which are often reminiscent of childhood. One can ignore reality 
temporarily and indulge in phantasy and daydreams again. An individual 
thus refreshed can then return to his work better equipped to deal with his 
problems. y 
Recreation in a sense is somewhat akin to sleep. Both in sleep and in 
recreation the body is strengthened and the mind is refreshed. Many people 
who become mentally ill have never made use of the restorative powers of 
recreation. One of the tasks in therapy is to teach them to play. This helps 
them to cushion the jars and shocks of life, When they leave the psychiatric 
hospital and return to their former duties, they learn to meet difficulties 
without being shattered by them. Recreational activities provide contacts 
with interesting people and exposure to new ideas and new experiences. 
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10 Period of Aging 


The years which constitute the period of maturity are represented by a 
kind of plateau in the growth and development curve. During this period the 
personality seems to be at the height of its powers and to be fairly well 
Stabilized. Following the period of maturity, there appears to be a gradual 
downward curve in the abilities of the individual which continues until his 
demise. Beginning at about forty-five years of age, though individuals vary 
Widely, the downward curve is called the aging process. Actually, the aging 
Process is not as simple as it first appears to be. From the moment of con- 
ception, we begin to die. All life is a continuous process of cells, tissues, 
and structures being created, growing, losing their vigor and dying, and 
being replaced. The processes of growth and aging occur simultaneously 
throughout life. However, during the early years of life the growth process, 
that is, physical and psychological development, is in the ascendant, and 
in the latter years of life, the aging process, Or physical and psychological 
deterioration, is more in evidence. Some concept of how complex the aging 
Process is can be gained from the fact that not only does the aging process 
Vary greatly from one individual to another, but also the various physical 
and psychological abilities of each individual begin to age at different times 


and decline at different rates [2]. 


Physical Changes 


_ The aging period is generally thought of in our society as beginning some- 
time during the forties. The decade between forty and fifty is a period of 
change and conflict in the lives of many individuals. It seems to be one 
of the crucial periods of life, like adolescence, which it resembles in many 
Ways. However, physical signs of aging often occur much earlier than the 
forties. Loss of physical strength, endurance, and muscular coordination 
May begin to occur as early as the late twenties or early thirties. Athletes 
and other persons who are dependent on their physical abilities are often 
Considered old in their thirties. Some of the common physical indications 
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of aging are a general slowing up of motor activities, increased fatigability, 
loss of muscle tone, and a tendency to gain weight (except in extreme old 
age when there is often loss of fatty tissues). Other signs are loss of pig- 
ment in hair and skin, increased brittleness of the bones, greater sensitivity 
to temperature changes with poor tolerance of cold, degenerative changes 
in the cardiovascular system, diminution of the sensory faculties, especially 
sight, hearing, and smell, and decreased resistance to infection and disease. 


FACTORS WHICH INFLUENCE PHYSICAL ASPECTS OF AGING 


Heredity is one of the factors which influence the physical aspects of 
aging. The members of some families tend to age early and to die relatively 
young, whereas the members of other families retain their youthful ap- 
pearance, maintain their vigor far beyond their years, and die at a ripe old 
age. Some individuals are literally worn out by excessively strenuous oc- 
cupations or are aged prematurely by deprivation or prolonged and severe 
illnesses. Other more fortunate individuals are able, by diet, rest, and other 
measures, to take such good care of themselves that they retard the aging 
process considerably. 

Modern laborsaving devices and the advances of modern medicine have 
prolonged life expectancy. They have also increased the productive perio 
of life in our society to such a point that our concept of the aged has ha 
to be revised. In the seventeenth century in Europe and in America, an 
individual of forty was old. Many a woman in colonial New England was 
worn out and in her grave before she was thirty-five. The life expectancy 
for that time was 33.5 years. The average life expectancy in the Unite 
States in 1947 was 66.7 years and has risen since then, but there are stil 
societies today in which relatively few individuals attain old age [3]. 

The period of the mid-forties is the time of life when a change in the 
functioning of the reproductive organs occurs. The climacteric, or men 
pause, in women marks the cessation of menses and the end of the reproduc 
tive period. This physiological change is often accompanied by many 
somatic symptoms, such as hot flashes, headache, and backache. Psycho- 
logically, also, this is a very difficult and unsettling period for many women: 
Some develop ideas of being useless, feel neglected, and become profoundly 
depressed. Others react to a recognition of aging by making a determin” 
effort to look and act younger than their actual age. It is not uncomm? 
for such women to seek new love relationships at this time, often wil 
younger men. 8 

No true climacterical process occurs in men comparable to the comple g 
cessation of the reproductive functions in women, but a gradual decrea : 
in sexual activity and sexual potency generally sets in during this pra 
According to Kinsey [6], however, some men continue to lead an act! 
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sexual life until a very advanced age. Psychologically, though, aging may 
be as difficult for men as for women. Depressions are as common in men 
at this period as in women. Some men, for example, actors, whose liveli- 
hood depends on their youth and good looks, become depressed over the 
loss of physical attractiveness, but generally this is not as serious a problem 
for men as it is for women. Men usually become more depressed over a 
loss of power and prestige. This is particularly true of men who have 
strong competitive tendencies. The relinquishment of authority and position 
to a younger man may constitute a severe threat to the self-esteem of such 
men. Retirement, or the imminent prospect of retirement, may effect severe 
psychological stress on many men, and may even threaten their per- 
sonality integration. Depression is a very common reaction to this threat. 
A reexamination of personal values and minor changes in living are often 
necessary in this period. Sometimes these changes need to be made slowly 
and gradually, as in making progressive adjustments to gradually decreas- 
ing stamina. Such readjustment calls for the recognition and acceptance of 
the aging process and the ability to make suitable plans to meet altered 
needs, However, sudden crises in the individual’s life may require a major 
reorientation of values and drastic changes in the way of living. Such crises 
may precipitate great psychological turmoil in the individual. Events such 
as the death of the spouse, divorce, loss of job, financial failure, severe and 
incapacitating illnesses, and mandatory retirement are examples of such 
crises, 
Although many of these same misfortunes can occur at other times and 
are not peculiar to this period of life, they may be particularly traumatic 
to the aging man or woman. In the period of aging a person is in particular 
need of stability in his environment and of emotional security in his personal 
relationships. He needs this stability and security to maintain his psychologi- 
cal equilibrium. Patterns of a lifetime may be destroyed when an aging 
wife loses her husband. She may have to change her residence and her 
standard of living, and assume financial and civic responsibilities which 
her husband attended to for both of them when he was living. She must 
make these adaptations at the same time that she is trying to overcome her 
feelings of grief. The aging man who fails financially or loses his job is also 
in a far more difficult situation than a younger man faced with the same 
problem. In our culture the opportunities for an older man to reestablish 
himself in the business world in which he has to compete with younger, 
more vigorous men are few. He is also handicapped by his lack of youthful 
stamina and enthusiasm. It is very difficult at this age to start life anew. 
Frustration and emotional insecurity, however, are not the lot of all 
aging individuals. In fact, quite the contrary may be true. Aging may offer 
Opportunities for personal development which were denied to the individual 
1n earlier Years. The emotionally secure man or woman who has led a 
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busy and productive life may use the leisure time that now becomes 
available to him to explore new interests or to further interests previously 
relegated to a minor role. Benedek [1] sees this period as one in which a 
“new impetus for socialization and learning” may occur. With the rechan- 
neling of energy from productive work into leisure activities, the aging 
period may be regarded from the psychodynamic point of view as a kind 
of reverse adolescence. 

The aging period may initiate a new developmental phase of the per- 
sonality. Unfulfilled wishes for travel, study, new social and civic activities, 
participation in the arts and other cultural activities may be satisfied. New 
roles may emerge, such as those of the wise old man or woman, the con- 
sultant, the “grand old statesman.” It is easy for the aging person to acquire 
the degree of detachment necessary for these roles. No longer is he involved 
in highly competitive situations. He does not have to maintain a level of 
productivity, in money, goods, or ideas. Therefore, he can afford to give 
freely of his experience to younger men and women, allowing them to 
accept or reject his counsel. He learns to take vicarious pleasure in the 
growth and achievements of the younger generation. 

The forties and fifties should be the time when the individual prepares 
for old age. This preparation should include not only plans for meeting 
material and physical needs such as adequate finances, housing, 2” 
medical care, but also preparation for retirement from his lifetime work. 
The individual may develop new vocational interests or may make a life- 
time hobby a source of income after retirement. Such work may also give 
the individual an opportunity to become acquainted with new people, 
problems, and areas of knowledge quite different from those encounter® 
in his lifetime work. These postretirement vocations may be full-time ° 
part-time jobs. They may bring in considerable income or a small incom®s 
or no income at all if they are volunteer jobs. Remunerative or not, the? 
should be geared to the individual’s physical abilities. Often they are peel 
tions in which the individual has maintained an interest for many years bis 
which he could not afford to follow when he had a growing family " 
support, f the 

New interests keep people young in spirit and are great deterrents © 
aging process. Therefore, the psychological effects of a postretirement ie 
cupation may be far more important than any financial returns. A new rs 
may give the individual the opportunity to make new friends with ae 
ideas. These new friends are necessary to replace the old friends ai fae 
sociates who drop out of his life at this period by reason of physica a 
capacities, illness, and death. Loneliness is one of the greatest problemi ‘i 
advanced age. If an individual can make new friendships in the pero i 
aging, he will have a bulwark of friends in old age, when friends of his O 
generation are important [4, 7]. j 
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As a person grows older and his material needs decrease, there is often 
a tendency to turn his interest to things of the spirit. Many younger in- 
dividuals are so busy trying to meet the material needs of life that they find 
little time to be concerned with the philosophical, ethical, and religious 
aspects of living. The aged, however, cannot avoid facing the problem of 
death. The period between maturity and old age, then, is an important 
One in the development of interests that provide inner resources with 
which to meet the problems of old age. Consciously or unconsciously, many 
people in this age group seem to be aware of their need for such resources; 
Often, again, as in adolescence, a great resurgence of interest in religion, 
philosophy, world affairs, and social and moral problems occurs. Fre- 
quently, there is also a reawakening of interest in literature, the arts, and 
music. 


OLD AGE 


Old age is the last period in the span of life, beginning at approximately 
Seventy years of age. The aging process, which in earlier years proceeded 
almost imperceptibly, now seems to proceed apace. About this time, family 
and friends suddenly realize that the individual looks frailer and that his 
faculties are failing. However, individuals differ markedly in the rapidity of 
the aging process and in the areas of the personality involved. Some in- 
dividuals show signs of declining rapidly both physically and mentally; 
Others may fail physically yet remain mentally alert. It has been noted in 
this regard that intellectual individuals who have lifelong habits of study 
tend not to deteriorate mentally, or, if they do, to lose their mental faculties 
very slowly. Some aged persons become mentally senile but remain in 
relatively good physical health. Finally, there are remarkable individuals 
who maintain both health and mental ability to a very advanced age. Out- 
standing examples include Michelangelo, Titian, Verdi, and Toscanini, who 
continued to be notably creative and productive into the eighties or nineties. 

Although many individuals throughout human history have attained great 
age, old age for large numbers of the population is a relatively new phe- 
nomenon. Better standards of living, laborsaving devices, and new advances 
in medicine, especially the widespread use of antibiotics, are making it 
Possible for an increasing number of individuals to reach old age. There 
are now approximately 13 million people over sixty-five in the United 
States, and it has been estimated that by 1980 this figure will reach 26 
million [3], This unprecedented number of aged people will pose many new 
Problems and will necessitate economic, social, political, and cultural 
changes. This will be particularly true in our society, which is designed to 
meet the needs of youth and in which age has little status or prestige. 

Psychodynamically, according to Kaufman [5], old age may be regarded 
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as a kind of reverse oedipal situation, just as the previous period may be 
thought of as a kind of reverse adolescence. The developmental process 
continues to retrogress in old age back to the oedipal stage. The psychologi- 
cal characteristics of the aged person begin to resemble more and more 
those of the young child. He becomes increasingly dependent on others, 
especially those in his immediate environment, not only for physical needs 
but also for emotional security. Gradually, his concerns focus more and 
more on himself. The horizons of his interests begin to narrow. He no 
longer has emotional energy to spend on consideration of social problems 
or even the problems of other people, unless these problems also affect him. 

This gradual emotional withdrawal often makes the aged person seem 
selfish and unsympathetic to others. His sources of pleasure and gratifica- 
tion become increasingly similar to those of childhood, namely, food, 
warmth, uncritical affection. Like the child, the aged person often needs 
tangible evidence of the affection of others in the form of gifts, letters, greet- 
ing cards, visits, and other forms of attention. The aged person fears being 
unloved or forgotten by those closest to him. These evidences of affection 
must be given frequently, for, like the child, his span of attention and his 
memory are short. Frequent and inexpensive gifts are therefore more satis- 
fying than infrequent but costly attentions. 

Deprivation of any kind is tolerated poorly by aged persons. They are 
easily frustrated and may express their feelings by irritability or even by 
outbursts of real anger. Unless the person addressed understands this 
tendency, he may be hurt by the display of hostile feeling and be tempted 
to retaliate in kind. This only makes matters worse. Change is also tolerate 
poorly by the aged individual. Many old people have a favorite chair OF 
corner of the room where they prefer to sit, special china and silverware 
that they like to use at mealtime, favorite radio and television programs 
that they enjoy, firmly established daily routines for doing things, such as 
for rising, taking their meals, going for a walk, retiring. As their memory 
grows poorer, such familiar objects and routines are important in helping 
to keep them oriented and in contact with reality. Change frightens the age 
person, makes him feel insecure and lost. This is the reason why many 
aged persons become confused and disoriented when they move into g 
strange house, a new city, or are hospitalized. ; 

The three major fears of the aged are fear of dependency, of chroni? 
illness, and of loneliness. In many instances, these fears are interrelated- 
The fear of being financially dependent on others is a very realistic ones 
for at the present time, only one person in ten over the age of sixty-five has 
an annual income of $1,000 a year or more. Nor do most old-age pension s 
and retirement systems in operation now make payments which are SU 
ficient to meet present-day living expenses. The rising cost of living 2° 
decreased purchasing power of the dollar work real hardship on old peop lea 
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even those who have some savings or income from retirement or insurance 
plans. An increasing number of older people are becoming sensitive about 
being supported by their children. They find it easier to accept funds from 
a more impersonal source, such as state or other tax-supported agencies. 
This helps them to keep their feeling of independence and self-respect. 
One of the most humiliating forms of dependence is that of being 
physically incapacitated. For this reason, chronic illness, to which the 
aging person is particularly vulnerable, is greatly feared. Chronic illness, 
for example, arthritis, may cripple the aged person so that he cannot move 
about freely. It may chain him to a wheel chair, or even worse, make him 
bedfast. Many an older person fights any attempt to keep him in bed when 
he is ill, If physicians, nurses, and the family were aware of his fear of 
chronic illness, they would not try to keep the aged patient in bed any 
longer than is absolutely necessary. Some forms of chronic illness make 
it necessary for the aged person to be fed and dressed and have his 
personal needs taken care of by others. Great tact is required in allowing 
the aged person to do as much as he possibly can for himself and in doing 
those things for him which he cannot do himself without making him feel 
humiliated by his dependence. 
All illness has a tendency to limit social interaction. It tends to cut off 
a person from his friends. This is particularly true of the chronic illnesses 
of old age. As the individual becomes progressively handicapped by 
chronic illness, locomotion becomes more difficult. Some chronic diseases 
interfere with speech and communication, and others incapacitate the mind 
as well as the body. As fatigue increases, the aged individual often regards 
Social activities as taking too much effort to be worthwhile. He tends to 
withdraw from social affairs and from seeing his friends. On the other 
hand, his friends face similar problems and make less effort to contact 
him than formerly. He loses some friends through death. Eventually, the 
day comes when he may find himself bereft of friends of his own age. If 
he has not cultivated some friendships with younger individuals and if he 
does not have resources for self-gratification, such as a love of reading and 
music, he may find himself lonely indeed. ; 
Loneliness is one of the fearful specters of the aged. Boredom is another. 
The boredom of the aged stems from their feeling that they are no longer 
Needed, that life has become pointless and meaningless, that life is in fact 
Over, and that only death remains to look forward to. This attitude is 
Commonly found in those who have no occupation, hobbies, or special in- 
terests, Aged individuals who live in a family setting often enjoy the com- 
Pany of grandchildren or pets, provided the contacts with them are not 
Prolonged to the point of fatigue. An interest in philosophy and religion 
May counteract feelings of boredom by lifting the individual out of a state 
of inordinhte self-concern. Loneliness and boredom are not inevitable con- 
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comitants of old age. Some individuals have remained alert, interested, and 
productive to a very advanced age; contemporary American examples in- 
clude Justice Holmes, Grandma Moses, Connie Mack, Senator Theodore 
Francis Green, and former President Hoover. 

Many aged people, like very young children, suffer from the fear of being 
deserted. They particularly fear being deserted or forgotten by members of 
their family. No matter how much attention is given to them by outsiders, 
they long for attention from their own family. They need the feeling of 
belonging to the family to help them keep their sense of identity. As has 
been mentioned earlier, familiar people and objects are important not only 
to support their feelings of indentity but also to help them remember 1n- 
cidents in the past. Memories are extremely important to the aged. Even 
when hearing and eyesight have become almost useless, memories can still 
be a great source of pleasure. When the aged person can no longer pat 
ticipate much in activities, he can still derive great satisfaction from con- 
templating former experiences and achievements. 


The Period before Death 


Death comes without warning to many individuals, including the aged, 
but to a considerable number of the aged, particularly those suffering from 
chronic illnesses, it does not. For these aged people, there may be @ 
period of weeks or even months when death approaches slowly and grad- 
ually. Many people, including nurses, have often considered this a great 
misfortune. One frequently hears the comment, referring to someone’s yp- 
expected death, “Isn’t it a blessing that he went suddenly?” or, “what a 
wonderful way to go.” Yet, sudden death is not always the unmitigated 
blessing it may seem and has not always been so considered in other 
cultures and eras. In fact, one of the petitions in the ancient litany of the 
Anglican Prayerbook reads “From sudden death, Good Lord, deliver US: 
This sentiment sounds strange to many a twentieth-century ear. 

The thought of death is extremely distasteful to most people. In our 
culture, which extols youth, health, and happiness, we try to ignore death, 
to forget it, or if this is not possible, to gloss it over and get all evidences O 
it out of the way as quickly as possible. We remove our dying from the 
family home to a hospital. Children are carefully shielded from the knowl- 
edge or sight of death lest they be traumatized or develop morbid ideas. 
Other cultures, including those of Latin derivation, accept death as m 
integral part of the life process. Death is regarded as a fulfillment of life: 
It gives life a more intense meaning. In these cultures a realistic an 
matter-of-fact attitude is taken toward death and it is spoken about open y 
In our culture this topic is so emotionally painful that if the aged pers? 
makes any reference to dying, those about him become enibarrasse®” 
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Relatives at home, or doctors and nurses in the hospital, often accuse him 
of becoming morbid or jokingly turn aside his remarks with a comment 
to the effect that he will probably outlive them. Such a response has the 
effect of cutting off any possible discussion of the topic and forces the 
dying man to face his thoughts and fears about death by himself. He finds 
that he cannot expect understanding or help from those about him in regard 
to this problem. 

The barrier which prevents any discussion of death is the feelings of those 
who minister to the dying person. If they become aware of these feelings 
and try to understand them, then they may be able to be of some help to 
him. Such self-awareness is particularly important for the nurse, who is 
often the person who attends the aged in the last days and hours of their 
lives, It is difficult for many people to realize that death is not the worst 
misfortune that can happen to an individu 
more difficult to tolerate than death. To many aged persons who have lived 
a long and full life the prospect of death is not fearful. But to a younger 
Person, because of his own fear of having his life cut short by death, such 
an attitude is difficult to comprehend. However, if one can accept the idea 
that death is a natural, normal, and necessary phase of the total life process, 
then it is possible to view death in its proper perspective. An acceptance 
of all aspects of life is achieved by an emotionally mature individual. It is 
often helpful to the relative or nurse caring for a dying person to talk about 
her feelings with someone. If this is possible, she will be free to give real 
comfort and security to her patient without undue emotional hurt to her- 
self [8]. 

The latter days of the aged person’s life can be used for the enjoyment of 
as much life as still remains to him instead of being merely a period of 
Waiting. This period may also be used constructively to give him an op- 
portunity to put his personal affairs in order and to make provisions for 
the disposal of his possessions. Deciding to whom this or that treasured 
Object shall be given can be a very satisfying activity. Many happy hours 
can be spent in this way- This activity not only enables the aged person to 
be sure that his possessions will be given to those who will most appreciate 
them, but it also gives him a tremendous feeling of power and independence 
at a time when ie may be forced to be dependent in many ways on others. 

This period can also be utilized by the aged person to put his business 
affairs in order and to mend faulty interpersonal relationships, thus achiev- 
mg personal tranquility. Some individuals faced with death can, for the first 
time, afford to give up petty animosities or forgive long-standing grudges 
Which have estranged them from friends and relatives. The aged individual 
may also make efforts to repair other relationships which may have suffered 
Simply from neglecting to ‘communicate. Spiritual concerns often engross 
aged persons at this time. Many who are members of a religious denomina- 


al. Many experiences in life are 
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tion, and some who are not, seem to find inner peace and consolation in 
some type of religious ministration. na 

How can the nurse be most helpful to the aged person at this time o 
life? Perhaps the most helpful thing she can do is to give him 7 
companionship. She can be available when he wishes to talk to her an 
listen to him with sympathy and understanding. The aged patient may also 
have some very practical needs which she can fulfill, such as writing letters 
for him, locating business and legal papers, notifying his lawyer or 1m- 
surance broker. He may want particular friends or relatives to visit him. 
He may still wish to experience certain pleasures compatible with his 
physical and mental ability, such as hearing favorite records, reading OF 
listening to a favorite poem, essay, or other literary work. He may wish to 
see a clergyman or make other spiritual preparations for which the nurse 
may make the necessary arrangements. In these ways and in many more 
which she will discover for herself as she works with aged persons, the 
nurse will find that she has something worthwhile to contribute to the care 
of a patient in this last stage of his life. 
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ll Mental Mechanisms and 
Symptom Formation 


ribed the general course of human growth 


Previous chapters have desc 
owever, in the life of any 


and development from conception to death. H 
given individual many things may occur which hamper him in achieving 
his optimal development. Life is a constant struggle between the needs and 
desires of the individual and other forces which hamper and frustrate him. 
This struggle produces a certain degree of stress in everyone. Stress may 
be interpersonal, when it develops between the individual and other peo- 
ple, or it may be intrapersonal, when it develops as the result of differing 
needs within his own personality. When strong and opposing impulses clash 
and cannot be resolved, a conflict exists and tension mounts. The indi- 
vidual attempts to cope with this unbearable tension by resorting to vari- 
ous forms of adaptation. One form of adaptation is the use of behavior 
patterns which were evolved during earlier stages of growth and develop- 
ment to protect the individual from a hostile environment and from his 
Own aggressive inner impulses. These simple, 
havior are called mental mechanisms. Other term: 
them are defense mechanisms and mental dynamisms [4]. 

The function of defense mechanisms is to ease the intrapersonal tension 
that results from conflicting impulses. Defense mechanisms are compromise 
Solutions. They are used by mentally healthy persons as well as by the 
Neurotic and the psychotic. The mentally well-adjusted person tends to 
resort to mental mechanisms less frequently and to avoid the use of the 
More primitive kinds of mechanisms. The formulation of the concept of 
Mental mechanisms has contributed greatly to the understanding of many 
of the symptoms seen in psychiatric patients. 

Mental mechanisms are psychological short cuts, a kind of ready-made 
solution, that the individual uses when he feels threatened, when he is 
Pressed for time, or when he feels incapable of working out a more realistic 
Solution. There is a certain price that must be paid for their use. Since 
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s commonly applied to 
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mental mechanisms tend to be automatic and rather nonspecific in their 
application, their use has a limiting effect on the personality. A mental 
mechanism is effective when it succeeds in easing intrapsychic tension. 
If a given mechanism proves ineffective, either another mechanism lower 
on the scale of integration is used or a more pathological process, that is, 
symptom formation, occurs. 


Repression 


All individuals use essentially the same kinds of mental mechanisms. Per- 
haps the most commonly used defense mechanism is that of repression, 
whereby unacceptable thoughts and impulses are forced into the uncon- 
scious and forgotten. Repression is first utilized early in the child’s life. 
Many painful experiences of early childhood are repressed and become 
the seeds of psychopathological manifestations in adult life. Repression can 
operate in many areas. For example, coldness and shyness may result from 
the repression of sexual impulses; blocking of speech, forgetting, or er 
may result from the repression of aggressive impulses. Repression not only 
eliminates a specific dangerous impulse or thought but also acts on many 
related impulses which in themselves would not be rejected by the conscious 
mind. Repression draws heavily upon the adaptive resources of the =. 
sonality. Because of this and because a whole body of experience 1s ae 
to consciousness in the process of blocking off a specific conflict, repressi© 
can become very incapacitating to the personality. Material that is repress? 
is not devitalized but continues to exist in the unconscious and may agt as 
an active source of anxiety to the conscious mind. It is like an infection 


A à : he 
that has been walled off yet remains a focus of infection which poisons tl 
entire organism. 


Suppression 


Suppression resembles repression in that it also blocks from the a 
scious mind undesirable thoughts and impulses. In suppression, howe 
the process is a conscious one. The individual deliberately refuses to pail 
about an unpleasant incident or impulse. One frequently hears such com” 
ments as “I don’t want to talk about it,” “Don’t mention his name to me 
“TIl think about that some other time.” These are examples of the us 
of the mechanism of suppression. 


Identification 


‘ x r tal 
Identification is also an extremely important and widely used men 


. š x e at- 
mechanism. It is the wish to be like another person and to assume the 
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tributes of his personality. Identification is necessary for emotional develop- 
ment and for acquiring learning and culture. In this sense, it is a very 
normal and desirable mechanism, particularly in early life. The little boy 
identifies with his father and thus learns how to become a man. The student 
wishes to emulate his favorite professor. The adolescent admires his heroes. 
However, identification can be used less constructively in later life. For 
example, a medical student may identify with his patients and fear that he 
suffers the same diseases, or a woman may fear that she will die in child- 
birth because her mother did. Unhealthy identification can inhibit an in- 
dividual’s usefulness. For example, a nurse may identify with her psychi- 
atric patient and his problems to such an extent that she is useless to him 
as a nurse, 


Rationalization 


Rationalization is the mechanism whereby an individual justifies his be- 
havior by formulating a reason that he believes will be advantageous to 
him or will be socially approved. He may do this consciously or uncon- 


sciously, The reason may or may not be false. He may choose among many 


possible reasons, selecting the one that will place him in the most favorable 
hen asked, “Why did you go into 


light. For example, a student nurse, W 
humanity.” This may very well be 


nursing?” may reply, “To be of use to 

5 ay reply, k 5 
true, but she has omitted to state that it was also because her best friend 
went into nursing, or that she liked the uniform of the school, or that she 


hoped she might meet some attractive young doctors. 


Sublimation 


Sublimation refers to the transmutation of an impulse that cannot be 
realized into one that is both socially acceptable and practical. Many im- 
Pulses that originate in the id are such that they cannot be satisfied without 
harm to the individual or the environment. The object, or goal, of these 
impulses must be changed to something less dangerous, yet it must be 
somewhat related to the original impulse so that some emotional satisfac- 
tion is attained. Sublimation is frequently utilized in regard to sexual im- 
pulses that, for one reason or another, cannot be gratified either totally or 
in part. Sexual energy can be used in other creative activities, such as art, 
Music, and literature. Hostile aggressive impulses can be translated into 
Physical energy used in sports, in business competition, and in scholastic 
Work, Many philanthropic, patriotic, and religious movements serve as 
channels of sublimation. Choice of a profession 1s often motivated by sub- 
limation. For example, the young woman who cannot satisfy her maternal 
Instincts by marrying and having children often enters nursing. Aggressive 
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impulses can also be sublimated to benefit humanity, as may be seen in 
the choice of surgery as a profession. Sublimations are sometimes very 
successful. However, under increased stress or when they are maintained 
over a long period of time, they tend to break down, and then the individual 
must seek some other solution. 


Substitution 


Substitution occurs when an individual cannot have what he wishes 
and accepts something else in its place. The substitution is sometimes easier 
to obtain, or sometimes it serves a more culturally acceptable goal. An 
individual who does not receive enough security and maternal love during 
the oral stage may make many substitutions. He may satisfy his unappeased 

` gratification for his mother’s breast by thumb sucking. He may attempt to 
gain love and security from his grandmother or another woman, who then 
constitutes a mother surrogate for him. In later years he may form the habit 
of eating whenever he feels deprived or frustrated in obtaining maternal 
love. In psychotherapy, the patient accepts the therapist as a substitute for 


various important persons in his life who have in some way failed him or 
frustrated him. 


Displacement 


Displacement is closely related to substitution. In displacement, behavior 
toward one object is unconsciously motivated by feelings for another ob- 
ject. Displacement occurs because these feelings cannot be expressed towar 
the original object. For example, a student nurse is criticized by her ipe 
structor for using poor nursing technique. The student is angry and em- 
barrassed, but she feels that she cannot afford to show her anger toward 
her instructor. A few minutes later, a patient spills a few drops of medicine 
on a newly made bed. The student scolds the patient for being so clumsy: 


unconscious of the fact that she is really expressing her pent-up hostility 
toward her instructor. 


This student was lookin 
structor. Instead she not 
unable to express her disa 


appeared shortly afterward, the student might have received from her som? 
of the approval and understanding that she was expecting from her is 
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that of the instructor. When she found no way of satisfying this need, she 
eased her inner tension and anger by displacing it on the patient, who 
really was not involved in the situation. 


Compensation 


_ Compensation is the mechanism of making up for lack of gratification 
in one area of the personality by increased gratification in another area. A 
very common example in everyday life is that of the blind person who 
compensates for his blindness by increased sensitivity of hearing. Small 
men sometimes compensate for their short stature by demanding a great 
deal of attention and respect from others. A student who is not popular 
with his fellows often compensates by becoming outstanding in his classes; 
a poor student compensates by going into sports or by developing an in- 
gratiating personality. A child who cannot obtain love from his parents 
often steals money from them in order to be able to buy love and friend- 


Ship with gifts of candy for his playmates. 


Introjection 


Introjection refers to the incorporation into the personality, without as- 
Similation, of emotionally charged impulses or objects. This mechanism 
Stems from the early oral period when the child masters the objects in his 
environment literally by swallowing them or attempting to do so. Later the 
child introjects the ideals of his parents into himself to form his superego. 
A young woman deeply in love introjects the personality of her beloved 
into herself. His ideas become hers; his tastes and wishes are hers. She 
loses her own personality in his. This mechanism is seen frequently in 
Severe depressions following the death of a loved one. The depressed person 
Teacts to the memory of the dead person as though he were still alive and 
May assume many of his characteristics. References to introjection in every- 
day speech include such expressions as “He took it all in,” “I can’t swallow 
that story,” and “I can’t stomach that.” 


Projection 


Projection is the mechanism by which one transfers impulses, wishes, or 
thoughts that belong to oneself to another person or to objects in the 
environment. This mechanism is employed when ideas and impulses are 
too painful to be acknowledged as belonging to oneself. It is easier and more 


comfortable to attribute them to others. This is particularly true when 
hostile, aggressive impulses are felt. “I hate him” is reversed into “He 
hates më” Thus the individual is protected from recognizing his own 
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hostile impulses. In normal individuals projection may be used as an excuse 
for failure. A student may say, “I flunked the course because the teacher 
doesn’t know how to teach.” This mechanism is more commonly used by 
mentally ill patients than by normal individuals. It is the mechanism 
operative in such symptoms as hallucinations and delusions. Alcoholics fre- 
quently use this mechanism. They accuse their wives of being unfaithful or 
frigid, a projection of their own sexual impotence. Projection is seen in its 
most extreme form in the paranoid delusions of schizophrenics, which are 
often bizarre. 


Reaction Formation or Overcompensation 


Overcompensation refers to a mechanism that is used when one is 8° 
frustrated in trying to attain a goal that one denies the desired goal by 
repression and overemphasizes the desirability of another goal, which 1s 
usually its direct opposite. A common example is that of the child who 1S 
scolded severely by his mother for becoming dirty at play. He reacts by 
becoming overly concerned with cleanliness and avoids all situations 17 
which he may become dirty. Another example is that of the boy with un- 
conscious sadistic tendencies toward animals who becomes frightened by 
these tendencies and reacts by developing a devotion to animals. Such a 
person is capable of becoming very angry when others mistreat animals. 
Some individuals who are afraid of illness and death overcompensate by 
becoming nurses and physicians in an effort to master their fears. Mothers 
who unconsciously do not love their children often overcompensate by 
becoming overly protective of them. 


Conversion 


Conversion is the mechanism by which psychological difficulties are 
translated into physical symptoms. Such symptoms are produced sone’ 
the conscious will or knowledge of the individual. Conversion symptom 
are extremely common. They range from the convenient headache po 
prevents one from keeping an unpleasant or boring engagement ig n 
paralyzed arm that the violinist develops before an important concert. got 
version symptoms run the whole gamut of medical pathology. They © 
duplicate any symptom with known organic pathology. 


Dissociation 
sosai ts 
Dissociation refers to the splitting off or separation of different eleme” 


l epts, 
of the mind from each other. There can be separation of id2as, wees 
emotions, or experiences from the rest of the mind. The dissociated mate 
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is deeply repressed. It becomes encapsulated and inaccessible to the rest of 
the mind. This usually occurs as the result of some very painful experience. 
Dissociation is also used to describe the splitting of the emotion or affect 
from the idea to which it is related. The affect is repressed in the uncon- 
scious, and the idea remains in the consciousness without, however, any 
emotional feeling-tone attached to it, An excellent example of this is the 
lack of feeling displayed by some neurotic patients when describing their 
symptoms. Another type of dissociation between idea and affect occurs in 
schizophrenic patients when an idea and its affect do not correspond. For 
example, a patient laughs when he hears sad news or smiles in situations 
when one might expect him to become angry. 

Another type of dissociation refers to the splitting off of whole segments 
of the personality so that each segment seems to be endowed with a life 
of its own. This is the so-called multiple personality or the split personality 
of fiction, such as Dr. Jekyll-Mr. Hyde. 


Condensation 


Condensation consists in the compression of many ideas and feelings into 


a brief, often oversimplified form. It is a kind of psychological shorthand 
which is full of meaning to the individual but difficult for others to under- 
Stand. It is seen in its most exaggerated form in schizophrenic patients. 
The classic example is that of the patient described by Jung [3] in “The 
Psychology of Dementia Praecox,” who said, “I am Socrates.” In these 
three words the patient condensed a complicated delusional system of many 
years’ standing. Just a few of the many ideas contained in those words were 
the following: “I am an innocent and upright person like Socrates. Like 
him, I am being persecuted. Į shall be forced to die at the hands of my 
persecutors.” Condensation is a mechanism very commonly used in dreams. 
In a dream several persons oF several experiences may be represented by 


One person or one experience. 


Symbolism 


ated to condensation. A symbol is a sign or 
Jated ideas and feelings, both conscious 


and unconscious. The flag, the cross, the horseshoe, and the cornucopia are 
common symbols. Mother, Patriotism, and Brotherhood are familiar con- 
Cepts that are highly symbolic. Slogans and phrases are also used sym- 
bolically, Words themselves are symbols. Symbolism is a sign language, a 

mode of expression used ex- 


Pictorial representation of an idea. It is a d ex 
tensively by children, primitive races, and psychotic patients. Symbolism is 


Prelogical; it belongs to the era of magical thinking, and its roots are 


Symbolism is closely rel 
concept that stands for many Te 
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deeply embedded in the unconscious. Any object or idea may have a 
symbolic meaning attached to it that makes it very important to the in- 
dividual. The symbolism of an object may be inherent in its shape, its 
color, its use, or its associations. Symbols are commonly used in dreams, 
in which they often represent something that the dreamer wishes to dis- 
guise. Some symbols are virtually universal; that is, they have the same 
meaning for many people. Other symbols are highly individual, being spe- 
cific to the particular experiences of the individual who uses them. 


Undoing 


The mechanism of undoing is related to the magical thinking of the 
child, the primitive man, and the psychotic patient. It is the belief that the 
consequences of a deed can be negated by reversing the process of the 
original deed. For example, if one climbs a ladder, one can “undo” the 
act by climbing down again. If one takes the wrong direction on a walk, 
one can retrace one’s steps and start out again. This principle is then ap- 

Wao cter ais., Uniting is nonnii ser te childien im the couse 

touching each picket in a picket fence. H the child inadvertently misse, 
he goes back to the point where the mistake was made in order to undo 
it. Undoing is an attempt to replace, to atone, to make amends for some 
undesirable act by a process that attempts to make it appear that the, 
original act was never committed. This mechanism is frequently seen in 
the ritualistic behavior of schizophrenic and obsessive-compulsive patients. 
For example, a patient had a death wish against her mother which occurre' 
to her as she was passing through a doorway. Therefore she walked back- 
ward through the doorway to undo her unacceptable wish and its possible 
consequences. 


Isolation 


Isolation is the mechanism whereby an individual consciously avoids 
painful situations or separates painful associations and ideas from their 
affect so that their emotional significance is nullified. This may be accom- 
plished in many different ways, as by consciously suppressing a hostile 
affect until one has time to get control of one’s feelings, by keeping v 

cous aspects of the personality im airtight compartments, and iby the use 
routines and nitwals. Taboos and phobias also protect ome against fornido 
dangers, as do compulsions. Intellectualization is another method of 1°% 
moving affect, for example, discussing highly emotionally charged sub- 
jects by using abstract scientific terminology. Another method is to separate 
the good and bad qualities of an individual into two categories a5 though 
there were two separate individuals. For example, a child cannot tolerat? 


sig 
Tesorts y tension. Wiem the defense am 


Sympto 
ms i 
Words, that will meet the needs o 


TO * i 
Production of symptoms. There are a great varie 
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the thought of any unkindness in a beloved mother, so he separates her 
bad” qualities into a Bad Mother who has no connection whatever with 
his Good Mother. Rather than accept the idea that their mothers and 
sisters have sexual impulses, some men divide all women into two cate- 
gories, “good” women and “bad” women. 


Regression 


When an individual fails to solve a problem with the usual methods at 
his command, he may resort to a mode of behavior that he has outgrown 
but that proved itself successful at an earlier stage of development. This is 
regression. If a woman sees an attractive dress in a shop, she may purchase 
it if she has sufficient money with her, or she may go home, check the 
household expenses, decide she cannot afford it, and give up the idea of 
buying the dress. Either course is quite in keeping with behavior of a 
mature woman. However, if she cannot afřord the dress and yet cannot 
give up the idea of owning it, she may have such a temper tantrum when 

A Tets from work that he promises to give her money for 

‘We Gregg. The temgen winan TEENS aegon to 2 mode oh behavior 

ALTA oy, Young, diden She way, eges exe sae Testes $ Ais 
maneuver is not successiul and burst into a storm ot weeping, Weeping to 
attain one’s end represents regression to an infantile level. The most ex- 
treme examples of regression are found in psychotic patients, many of 
whom revert to very early patterns of behavior. This occurs in some 
Schizophrenic patients to such an extent that they have to be cared for 
like young children. They must be bathed, fed, and dressed by nurses. 
They give up talking and walking, soil and wet themselves, play with 
excreta, cry with rage and disappointment when their needs are not met. 


UTILIZATION OF MENTAL MECHANISMS AND 
PRODUCTION OF SYMPTOMS 


at Teg urpose of the mental mechanisms is to help the individual arrive 
a ire Kind of solution to a difficult situation that will relieve the tension 
Pain engendered by the conflict. He first uses those mental mechanisms 


Raich are highest on the scale of integrated behavior. Often this will suf- 
Ce to tide him over the emotional crisis. If, however, the conflict is too 
of time, the more primitive 


mete OF extends over too long a period & EA Perec nor A 
mechami ae se may 

Ive the confici. Then fe 

f the problem at hand. In other 
f defense leads to the 
ty of symptoms in the 


© more drastic attempts to so 


tke failure of the mental mechanisms O. 
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psychopathology of mental disorders. Some of these = oe Ls be 
mentioned in connection with the diagnostic entities with which t ag E 
characteristically associated. For a description of others which n a 
frequently seen, the reader is referred to standard textbooks of psyc 
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PF EE ee f 
and the psychiatric dictionaries. However, a brief discussion of some © 


the symptoms which are most commonly encountered in psychiatry may 
be helpful, particularly in gaining an understanding of the way these sy™P 
toms attempt to protect the ego of the individual from dissolution. 


Anxiety 


Anxiety is a symptom which is Present in almost all mental disordet 


i . : ke ot 
It also occurs in some of its milder aspects in individuals who are ™ 
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psychiatrically ill. In the earlier chapters on growth and development of 
the personality one can see that anxiety has its origin in the very begin- 
ning of life. As has been mentioned previously, Freud [2] regarded “the 
birth process as the prototype of anxiety. Anxiety has elements ‘of tension, 
fear, and pain associated with it. Individuals suffering from anxiety show 
signs of physical tension; they are apprehensive and often visibly uncom- 
fortable and distressed. Anxiety is frequently one of the earliest symptoms 
of mental difficulty. Yet it may also be found in any stage of illness and 
sometimes persists as the last symptom to disappear as the patient recovers. 
It may vary in severity from mild states of discomfort to veritable panic. 
It may be transient in duration or prolonged. Frequently the individual 
Cannot ascribe any reason for his anxiety. This is known as “free-floating 
anxiety.” At other times, anxiety is evidenced by physical symptoms such 
as tachycardia and shortness of breath rather than by any intense feelings 
of apprehension. Dynamically, anxiety seems to be a reaction to the threat 
of an impending deprivation of something that is vital to the individual. 
It is a diffuse yet total reaction with a kind of expectancy about it that 
Sezms to get the individual in a state of readiness to meet the threat. Thus 
It is a much stronger defense reaction than those previously discussed [2, 


4). 


Depression 


Depression is another symptom which is commonly found in many 


Psychiatric disorders. If anxiety seems to be the reaction to the threat of 
loss, depression seems to represent the reaction to loss. The prototype of 
the depression seen in adults was observed by Spitz in infants who were 
Separated from their mothers. These infants seemed to suffer from an 
inconsolable grief. They took no interest in anything in their environment, 
refused to eat, ignored or repulsed friendly overtures from other adults, and 
looked unutterably sad. Spitz [5] called this reaction “anaclitic depression.” 
This clinical picture is not dissimilar from that of adults suffering from 


depression. 
tö reaped considered depressio 
—_ oss of some beloved person or th 
bese! sc of the reasons for his feeli 
feel; in the unconscious. In addition, ; 
ngs of guilt and self-blame. The depression seems to act as a kind of 
Protective mechanism. After a severe loss, the ego withdraws into itself to 
husband its remaining strength and to prevent the expenditure of psychic 
energy outward on the environment. However, there is always the danger, 
if the depression continues or deepens, that suicidal trends may develop. 
> 


n a kind of mourning Or grief reaction 
hing. Often, however, the individual 
ngs of unhappiness. These remain 
the depressed individual also has 
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Obsessions, Compulsions, and Phobias 


A group of symptoms not so prevalent as anxiety and depression yet 
fairly frequent in psychiatric disorders include the obsessive, compulsive, 
and phobic symptoms. These symptoms manifest themselves in different 
ways, yet dynamically seem to stem from the same roots. Obsessions are 
ideas that an individual cannot banish from his mind and that keep re- 
curring in spite of himself. Compulsions are acts that the individual must 
perform in order to feel comfortable. These acts often seem meaningless 
and even silly to him, yet he feels obliged to carry them out. Phobias are 
unreasonable fears. 

This triad of symptoms often occurs in the same individual. The par- 
ticular manifestation the symptom takes, for example, excessive hand wash- 
ing, fear of sharp knives, the recurring idea that one may harm someone, 
all have deep symbolic significance. These symptoms are developed as a 
means of handling great anxiety. They are techniques which protect the 
ego from unknown dangers. They wall off from consciousness the knowl- 
edge of the actual danger by repression and substitute some thought, act, 
or fear which is meaningless or unrealistic and hence less threatening. In 
this way, for the moment at least, anxiety is controlled. However, though 
successful in reducing anxiety, the symptoms can curtail the activities of 
the individual employing them to such an extent that he may become in- 
capacitated in carrying out his work or social life. 


Hallucinations 


Hallucinations occur rather commonly in the group of mental disorders 
known as psychoses. They have also been observed occasionally in in- 
dividuals without known Psychiatric conditions. Hallucinations seem T°- 
lated to those experiences which occur in hungry infants who are believed 
to visualize the breast of the mother in a kind of hallucinatory phenomenon- 

As the psychotic patient becomes more preoccupied with his own 
thoughts, his interest in his environment recedes. A great deal of inner 
tension is built up as the result of the patient’s focusing all his energies 
on his thought processes. By means of this heightened internal tension He 
seems able to project his perceptions, sensations, and thoughts into the 
environment as though they were independent of him. 

Any one of the sense perceptions may be projected in this way, SO that 
it is Possible to have visual, auditory, olfactory, gustatory, tactile, or kin- 
esthetic hallucinations, A patient may hear his: owñ thoughts as voices 
coming to him from another person or from the radio. He may see an 
object in the external environment which is really a product of his own 
mind. He may recall a taste or an odor as though it existed in reality. In 
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fact some patients say that their hallucinations are more vivid and seem 
more real than actual objects in the environment. It is somewhat difficult 
to understand how hallucinations serve as a protective mechanism. Un- 
doubtedly in some instances they represent strong wish-fulfillment needs. 
Like dreams, which they resemble in many respects, they contain much 
symbolism and permit deeply repressed material to be dealt with in highly 
disguised forms, In this sense they may serve to help keep the personality 
from disintegrating. 


Delusions 


Another symptom which is commonly found in the psychoses is the 
delusion. By definition a delusion is an idea held by an individual which 
1s contrary to fact, cannot be changed by reasoning, and is incompatible 
with his educational and cultural background. Like the hallucination, a 
delusion is a form of projection. The individual attributes to others his 
own ideas, Often these are unconscious ideas which are unacceptable to 
him. He protects himself from becoming aware of them by ascribing them 
to others. The formation of a delusion is usually a gradual process. The 
individual may go through a preliminary stage of general suspiciousness. 
He may believe that people are talking about him and that peculiar things 
are going on around him or that people are doing things purposely to annoy 
or embarrass him. These are called ideas of reference. These vague suspi- 
cions may then crystalize into definite delusions. Such ideas may be 
transitory, changing from day to day, or they may be fixed. Fixed delusions 
tend to become very firmly embedded in the patient's thought processes. 
Some individuals develop many delusions around a central theme or topic, 
Organizing them into a delusional system. ; 

Delusions are often classified according to their content as grandiose, 
Self-accusatory, somatic, and persecutory. Grandiose, or expansive, de- 
lusions include ideas of unlimited personal power, authority, possessions, 
Sexual attraction, intelligence, social charm, and popularity. They are 
Usually overcompensatory in character, SO that the patient who is in reality 
poor develops ideas of owning millions of dollars; the unattractive woman, 
that she is the most beautiful and desirable woman in the world; the petty 
official, that he has supreme authority. In mental hospitals patients with 
grandiose delusions have been known to write out checks for a million 
dollars to give the nurses. Such a patient may tell his nurse that he owns 
the institution and she would do well to obey his orders if she wishes to 
keep her job, or he may offer her a position in the big business or political 
Organization of which he is the supreme head. i A 

Self-accusatory delusions, which include ideas of guilt, or self-depreci- 
ation, of. nihilism, are commonly found in depressed patients. Common 
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delusions in this category include the ideas that the patient is song E 
society, that he is a burden to his family, that he will never recover, ri 
he has committed some terrible sin for which he deserves punishment, : 
he is not even a person but simply a worthless rag, a lump of dirt, or i 
harmful influence. All self-accusatory delusions tend to be gloomy an 
unpleasant in character. Such patients often become suicidal. i Jis 

Patients with somatic delusions have bizarre ideas about their bo at 
Typical examples of somatic delusions include the patients believing = 
they are dead, that their bones are made of glass, that their skull is ag 
that their insides are rotting away, that snakes live in their stomachs, t ; 
mice run up and down inside their limbs. Somatic delusions commonly 
occur in the more severe cases of schizophrenia. E 

Patients who develop persecutory delusions believe that some individual, 
some organization, or some supernatural force is trying to injure them. e 
persecution is always completely unjustified, for they are blameless, ct 
it is implacably relentless. The persecutors always exercise great cunning 
and ingenuity in Carrying out their evil plots. The most trivial event or the 
most innocent remark is construed by the patient to have sinister sig- 
nificance, Often members of the patient’s immediate family are among the 
persecutors. Sometimes the persecutor is a powerful organization like the 
FBI, the Communists, or the Masons. 

Persecutory delusions provide a very effective ego defense. This they 
accomplish not only by attributing unacceptable ideas to others but by 
mobilizing and directing feelings of hostility against others. Anger is an 
excellent way of controlling rising feelings of anxiety, and anger directes 
against others instead of one’s self relieves the individual of feelings © 
ay delusions, especially persecutory de- 
against self-destructive ideas but may en- 
courage the development of homicidal trends, 

One can regard mental mechanisms as the first line of defense of the 
threatened ego of the personality, and symptom formation as the second 
line of defense. Each symptom fulfills a specific need of the individual, and 


is in itself a Stronger defense against the disintegration of the ego than the 
mental mechanism. It is the h 


portant for the nurse to al 


an 
disintegration of the personality, 


The vulnerability of each personality to stress is highly individual. The 
strength of the ego relative to the degree of pressure exerted on the ego bY 


? 
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the internal forces of the psyche and the external forces of the environment 
determines whether or not the individual will become mentally ill. A weak 
ego will succumb to relatively minor stresses, but the strongest ego must 
also succumb if enough pressure is brought to bear on it. Great figures of 
tragedy in history, drama, and literature provide many examples of this. 
Even the same individual varies at different times of his life in the amount 
of stress he can absorb with impunity. 
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Syndromes and Diagnostic Entities 


In the previous chapter mental mechanisms and symptom formation 
were discussed as two of the measures which the ego of the individual ma 
use in adapting to increased stress. Generally, however, symptoms do no 


occur as isolated phenomena. Certain symptoms tend to occur together 1n 
the same combinations much as garnets and 


in the same vein as diamonds, Often these sy 
to each other. When several symptoms 
is referred to as a syndrome. An exam 
encountered in psychiatry consists of dep 


s in 
medicine and surgery. However, 
ind of complex response for dealing 
than a true disease process. 


to a greater degree or a lesse 
—for example, extreme rest 


140 


THE SCOPE OF PSYCHIATRY 141 


behavior that is so inappropriate that it appears bizarre. However, in spite 
of the initial impression of strangeness one may feel when observing a 
symptom for the first time, there are no symptoms found in mental illness 
which are totally foreign or outside the range of experience of mentally 
healthy individuals at some phase of their growth and development. 


Classification of Psychiatric Disorders 


Some kind of diagnostic classification for psychiatric conditions is neces- 
sary both for intelligent treatment of patients and also for purposes of study 
and research. The most recent classification is that which was prepared by 
the Nomenclature Committee of the American Psychiatric Association and 
adopted and published by the Association in 1952 [1]. Although it is 
difficult to devise a classification that is satisfactory in all respects, this 
classification is gradually gaining acceptance in psychiatric clinics and 
hospitals throughout the country. 

The responsibility for making a diagnosis is always that of the psychi- 
atrist. While it is not absolutely essential for the nurse to be aware of all 
the complexities that enter into the formulation of a diagnosis, it is neces- 
sary for her to have some knowledge and understanding of the various 
diagnostic categories [2, 3]. A familiarity with the terms for the common 
psychiatric conditions and the concepts behind these terms is necessary in 
order to enable her to communicate intelligently with the psychiatrist and 
Other members of the psychiatric treatment team as well as for her own 
understanding of the psychiatric literature. It is also helpful to the nurse in 
understanding her patient and planning for his nursing care to have some 
idea in which general diagnostic category he belongs. In order to do this, 
Some orientation to the field of psychiatry is desirable. 


MAJOR DIAGNOSTIC GROUPS 


P e of conditions which may be separated 
into a number of large groups. For purposes of nursing care many condi- 
tions in the classification with diverse etiology but which require essentially 
the same nursing care will be grouped together in the following discussion, 
asy for example, the organic conditions. Other conditions which present 
different kinds of nursing problems will be broken up into smaller seg- 
ments, that is, the various subdivisions of the functional disorders, namely, 
the psychoses, the psychosomatic disorders, the psychoneuroses, and the 
Personality disorders. Therefore, with this modification of the APA clas- 
sification, the field of psychiatry may be divided into several large areas as 
follows: (a) organic disorders, (b) mental deficiency, (c) psychotic dis- 
orders, (d) psychophysiologic or psychosomatic disorders, (e) psycho- 


Psychiatry includes a wide rang 
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neurotic disorders, (f) personality disorders, and (g) transient situational 
personality disorders. An outline of psychiatric disorders as classified by 
the American Psychiatric Association is in Appendix B of this book. 


Organic Disorders 


The organic disorders form a large group of Psychiatric conditions which 
in the APA classification is entitled “Disorders Caused by or Associated 
with Impairment of Brain Tissue Function.” In this category are included 
a wide variety of disorders in which the nervous system of the individual 
is primarily affected. This large group is divided into two subgroups, (a) 
acute brain disorders, and (b) chronic brain disorders. In the acute brain 
disorders, damage to the nervous system may be temporary and function 
may be later restored; hence the term reversible is often applied to this 
subgroup. In the chronic brain disorders, there is destruction of brain tis- 
sue which is irreplaceable; hence the process is irreversible, resulting in 
permanent damage to the nervous system. 

Injury to the nervous system constitutes a severe trauma to the per 
sonality, for the nervous system is the communication system of the in- 
dividual. Perception of the environment, orientation to the environment, 
awareness of self and body functions, the automatic regulation of in- 
voluntary physiological functions such as breathing, heartbeat, etc., the 
mechanism for thought, speech, memory, judgment are all dependent on 
the proper functioning of the nervous system. Anything that endangers the 
nervous system is a severe threat to the integration of the personality. It 
is not surprising, then, that the ego of the personality reacts with drastic 
measures when the nervous system is damaged. A reaction of psychotic 
Proportions in which the more pathological and regressive symptoms are 
called into play is often manifested in organic disorders, In the acute organic 
conditions, this reaction generally takes the form of a delirium characterize 


by apprehensiveness, illusions, hallucinations, transitory delusions, and 
disorientation, 


be an exaggeration of his 


i d- 
normal personality, For example, a g0° 
natured, energetic, 


x r 
and successful salesman suffering from a brain tum? 
might develop a psychotic reaction characterized by excessive motor sa 
tivity, delusions of grandeur, and punning and rhyming—a clinical pictur 
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similar to that found in manic-depressive psychosis. On the other hand, if 
his jolly, outgoing behavior as a salesman was assumed as a role, and his 
basic personality structure was that of an introvert, his psychiatric con- 
dition might manifest itself with a paranoid, depressed, or withdrawn state. 
However, in chronic organic disorders, in addition to the symptoms related 
fo personality reaction, one would also see symptoms resulting from im- 
Paired functioning of the nervous system, such as memory defects, dis- 
Orientation, loss of ability to calculate, and grossly impaired judgment. 


Mental Deficiency 


The mental deficiencies include disorders in which there is an innate 
mental defect present at birth or in which there is subsequently such marked 
Tetardation of mental development that the individual cannot function 
normally. This defect may be caused by hereditary factors as in amaurotic 
family idiocy, by faulty development of the brain and central nervous 
System during the fetal stage, by brain trauma during the birth process, or 
by a severe febrile illness in infancy, which may sharply retard or arrest any 
further development of mental capacity. Some cases of mental deficiency 
May be recognized at birth, but generally, the condition is not diagnosed 
Until it is noted that the infant is not developing like others of his age. 

In mental deficiency, the personality always remains at a primitive stage 
of development, unlike organic conditions in which the individual was 
Once able to function normally but now shows uneven impairment of his 
Intellectual abilities and emotional adjustment. The individual with mental 
deficiency shows many signs of underdevelopment. Regardless of his chron- 
Ological age, he appears childlike, simple, extremely dependent, and he 
Often has difficulty controlling his emotions. Possibly because of these 
childlike attributes, many mentally deficient children and adults are very 
appealing. Those mentally deficient individuals whose intelligence is not too 
far below the normal range often develop great skill in their interpersonal 
relationships to compensate for their intellectual deficiencies. 

_ Many individuals who are borderline cases of mental deficiency lead 
simple, uncomplicated lives and hence are under less emotional stress than 
People with normal intelligence. Therefore, they frequently give the ap- 
Pearance of very happy, well-adjusted people. They have no high am- 
bitions, few emotional conflicts, and often lead useful social lives. Others, 
Possibly because they live in an environment which makes greater demands 
on them than they can meet, are very frustrated and under great emotional 
Stress. These individuals frequently develop psychotic reactions which are 
characterized by a tendency toward explosive rages. They may also develop 
any of the psychiatric symptoms and disorders that individuals of normal 


Intelligence develop. 
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A relatively small percent of the total number of the mentally a 
become psychotic. Therefore, individuals with mental oe es 
constitute an important psychiatric problem, but they do pose ha arto 
social problem. This is particularly true in our highly roe mec ie 
Many mentally deficient individuals who cannot cope with the pee 2 re 
of modern living in our big cities would be able to live happily hear! 
in a slower-paced, simpler, rural environment. In cities, they fin sence 
ficult to get work and to make friends. Failing in this they may oa 
victims of unscrupulous individuals who use them for sexual pe” aupieit9 
petty thievery, or other illegal activities. They may also get into di 
for exhibitionism, vagrancy, delinquency, minor infractions of the law. wa 

Mentally deficient children also constitute a difficult problem for i 
schools. They need education and training to achieve the maximum mn 
lectual development of which they are capable. Education and Per ons 
help them to become less dependent on others. They require special c! oe, 
special schools, and specially trained teachers and methods of teac aa 
The more severely defective present serious difficulties with regard to t a 
families and to society. In the past, a common medical practice was to a i 
vise institutionalization as soon as possible after the condition was diag 
nosed. This attitude is changing. Attempts are now being made to ee 
as many mentally defective children as possible in the home and to give t È 
family all possible support, or to place the children in suitable foster homes: 


ee UU Seah h ed 
Institutionalization is reserved only for those children who are too retard 
or too helpless to be cared for in the home environment. 


Psychotic Disorders 


The psychoses form a large and important subgroup of a larger ony 
which is labeled in the cla: 


ssification outline “Disorders of psychogene 
Origin without Clearly Defined Physical Cause or Structural Change in K 
Brain.” Another term, which expresses the same concept much oe 
briefly, is functional. This adjective is applied in psychiatry to those ao 
ditions in which there is no evidence of damage to the tissues or ot 


physical components of the body, yet the individual exhibits gross aP- 
normality of function or behavior. 


ans be 
In contrast to the organic disorders in which some definite cause can 
ascertained, the etiolo 


EY, OF causes, of the functional disorders cannot m 
determined. However, there are certain factors and situations which “a 
to play an important role, if not in actually causing these conditions, i 
tainly in providing the soil in which they flourish. Traumatic emai 
experiences in childhood seem to provide the foundation, or substratu! > 
for functional disord 


> +1 muc 
ers which may not manifest themselves until 7 sy“ 
later in life. Among the various groups of functional disorders, the P 
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choses comprise those disorders with the most severe psychopathology. 
This psychopathy is often obvious even to the untrained observer. The 
behavior of a psychotic individual frequently appears so different from the 
behavior of other people that it is bizarre. 

Psychotic disorders are characterized by a marked change in personality, 
loss of contact with reality, distortions of the thought processes, mood 
disturbances, the extensive utilization of mental mechanisms, and the pro- 
duction of the more pathological symptoms such as hallucinations, de- 
lusions, flight of ideas, excessive elation or depression. All these char- 
acteristics need not be present. Some of these symptoms are seen only in 
Severely psychotic patients. Others occur only in certain conditions. The 
Psychotic reaction generally affects many areas of the personality. This can 
Occur to such a degree that the individual with the psychosis may seem 
quite changed to his friends. 

Psychoses have their origins in the earliest years of life, probably before 
the age of two. Experiences in this period which seem to contribute to 
psychotic reactions in later life include early difficulties in the mother-child 
relationship, unhappy experiences centered around feeding, weaning, toilet 
training, walking, and other critical periods of development. Other trau- 
Matic events include loss of a parent or significant person by death, divorce, 
or desertion, emotional reactions to severe or prolonged illness, and dep- 
rivation of basic physical and emotional needs. In these very early years of 
life the instinctual forces of the id are very strong and the means of con- 
trolling these forces by the ego and the superego are very weak. During the 
years of growth, the ego builds up strong control over these instinctual 
forces. However, under conditions of great emotional stress, these controls 
are broken down and the instinctual forces break through and overwhelm 
the personality. 

The psychotic reaction represents an all-out attempt to deal with this 
serious threat to the integration of the personality. It may be compared to 
the effort made by a country that has been overrun and occupied by the 
enemy to work out some kind of adjustment with the occupying forces in 
order to exist and yet to preserve as much of its national identity as pos- 


sible. In order to attain some kind of equilibrium between the strong Op- 
posing forces of the id and the ego, the individual must regress to a much 
lower integration level and to use of the most primitive mechanisms of early 
life. It is this regressive behavior which makes the psychotic person appear 


SO strange and bizarre to the uninitiated observer. À 

It is very disconcerting to see an adult behaving in some ways that are 
tolerated only in childhood and in other ways that are completely un- 
recognizable because they belong to a period so early in the development 


of personality that they have been totally forgotten. Moreover, the level of 
Tegression is not uniform in all areas of the psychotic individual’s behavior. 
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At one time the psychotic exhibits behavior that is inappropriately im- 
mature and at other times his behavior is rational and appropriate. This 
mixture of mature behavior and varying degrees of regressive behavior 
makes the individual suffering from a psychosis both difficult to understand 
and difficult to treat. 


Psychosomatic Disorders 


The psychosomatic disorders form another important group of func- 
tional disorders. In the APA classification they are referred to as the 
“Psychophysiologic Autonomic and Visceral Disorders.” However, since 
the term psychosomatic is in more common usage, this designation will be 
used in preference to that used in the official nomenclature. Psychosomatic 
disorders are those conditions in which physical illness seems to serve as 2 
channel of expression for severe emotional stress. That is, instead of the 
production of mental symptoms to reduce anxiety and tension, physical 
symptoms are utilized. Sometimes emotional factors seem to play a part 10 
increasing the severity of, or prolonging the course of, an already existing 
disease process. 

The list of psychosomatic disorders is one which is growing constantly. 
Some of the disorders which generally are considered to belong to the 
psychosomatic group include migraine, hypertension, asthma, peptic ulcer, 
ulcerative colitis, eczema, urticaria, dysmenorrhea, and rheumatoid ar- 
thritis. In other disorders which are not usually classified as psychosomatic, 
emotional factors play an important role in prognosis and treatment. AS 
more research is done in this area of medicine it becomes increasingly 
apparent that there is no single causative agent in the production of an 
illness. Somatic, psychological, social, and cultural factors must all be 
considered as contributing causes of illness. 

The roots of psychosomatic diso: 
have their origins in the ver 
before speech is 


rders, like the psychoses, probably 
y earliest period of life, that is, during infancy, 
J available as a means of expression of emotions. In an 
earlier chapter on personality growth and development in infancy it was 
noted that in this early period there is very little differentiation betwee? 
what is physiological and what is Psychological. Every reaction contains 


elements of both. One may be easily substituted for the other. For example» 
if the infant is uncomfortable, he ma 


i le, y express his distress by physiologic” 
manifestations such as vomiting, crying, stiffening of his body, or holding 
his breath. In a like manner, an individual who has experienced develop“ 
mental difficulties in infancy may, if he is subjected to unusual stress A 
aes life, develop a psychosomatic disorder. In other words, such a" 
individual tends to repress the e 


xpression of emotional difficulties 
psychological means and uses physical symptoms instead. 
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A close relationship exists between psychosomatic disorders and psy- 
chotic reactions. This does not seem strange if one recalls that they both 
have their origins in infancy, when physical and emotional responses may 
be easily substituted for one another. Further indications of their common 
origin have been observed. It has often been noted clinically that when some 
individuals are cured of a psychosomatic disorder they develop a psychosis. 
This phenomenon also demonstrates the protective, defensive function that 
symptoms play in preserving the integration of the personality. When the 
basic conflicts underlying a symptom are not treated, some other symptom 
takes the place of the one that is eliminated. 
: Psychosomatic disorders demonstrate another defensive operation deal- 
ing with excessive anxiety or great emotional stress. By the repression of 
emotional conflicts and the channelization of anxiety into the production of 
physical symptoms, the individual successfully evades facing his difficulties. 
Furthermore, physical symptoms are socially far more acceptable in our 
culture than mental symptoms. This respectability is particularly important 
to conservative individuals who generally find it very difficult to express 
their emotions. Ruesch [4] has found that in this country psychosomatic 
disorders occur predominantly in individuals belonging socially to the mid- 
dle class. Therefore, it is not surprising that psychosomatic disorders are 
not only an important group of psychiatric disorders seen in psychiatric 
practice but also account for most of the cases seen in medical clinics and 


private medical practice. 


Psychoneurotic Disorders 


_ The psychoneurotic disorders are another important group of functional 
disorders, Like the psychoses, they are characterized by the utilization of 
Various mental symptoms, which, however, are not as bizarre as those 
found in the psychoses. Typical psychoneurotic symptoms include anxiety, 
Conversion phenomena, obsessions, compulsions, phobias, and depression. 
Unlike the psychoses, there is only a partial disorganization of the person- 
ality. The psychoneurotic patient is generally able to maintain verbal com- 
Munication with others. He is also able to retain contact with reality and 
Perceive his environment without distortion. The psychoneuroses, Or neuro- 
Ses, as they are also called, are sometimes referred to as the minor psychoses 
because of their milder symptomatology. Individuals suffering from psycho- 
neuroses appear far more normal than those suffering from a psychosis. 
Yet in spite of the appearance of greater normality, individuals with psy- 
choneurotic disorders are often difficult to treat and more resistant to 
&tving up their symptoms than psychotic patients. 


Psychoneuroses also have their origin in early life 


of development than the psychoses and the psychosom 


but at a later stage 
atic disorders. They 
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have their beginnings in the period after the primary problems centered 
around the intake of food and the early relationship with the mother have 
been dealt with, the rudiments of speech have been acquired, and the ego has 
begun to develop. This would place the origin of the psychoneuroses in 
the period roughly between the ages of two and five years, a period which 
includes the latter part of the anal phase and most of the oedipal phase. 
The child during this time of life has become interested in his environment 
and has learned to deal with reality to some extent. He is also involved in 
problems centered around toilet training, cleanliness, orderliness, and the 
control of aggressive feelings. Symptoms of the obsessive-compulsive and 
phobic reactions seem to reflect some aspects of this struggle. Failure to 
work out early family relationships with either parent or both, or with 
siblings, gives rise to a variety of psychoneurotic symptoms. Feelings of 
anxiety and guilt frequently arise from these situations as well as from the 
beginning awareness of sexual feelings. 

The psychoneurotic reaction is a way of dealing with the anxiety gener- 
ated by the conflicts of this period. The psychoneurotic individual is not 
as vulnerable as the psychotic to the danger of being overwhelmed by un- 
conscious forces. He has a stronger, better-integrated ego and has developed 
better methods of control by means of the various defense mechanisms. 
Repression is most commonly used. In fact, it might be said that the psycho- 
Neurotic individual suffers from the effects of overrepression. The symptoms 
Characteristic of a psychoneurosis all have a repressive element. For ex- 
ample, in “free-floating” anxiety, the content of the anxiety is repressed. 
In Conversion, there is repression of emotional conflict and substitution of 
Physical symptoms. In obsessions, compulsions, and phobias there is re- 
Pression of the real source of anxiety and the substitution of a symbolic 
representation of the original problem. In neurotic depression, there is a re- 
Pression of the cause of the unhappiness with only the feelings manifested. 

he Psychoneurotic reaction also tends to protect the individual by iso- 

lating him from sources of discomfort. The individual, however, in return 
Or the decrease in anxiety, pays the heavy price of less enjoyment in 
living, decreased range of activity, and loss of effectiveness in his daily life. 

© psychoneurotic reaction tends to become a lifetime pattern in which 
there are periods of increased restriction in times of stress and relative 
Telaxation and freedom in those periods of the individual’s life in which 


there is less stress, 

resen choneurosis is difficult to define. I sel 
; les so-called normal behavior. In its more severe aspects, it is 
difficult to differentiate from a psychosis. Everyone can be considered 
Psychoneurotic to some degree or in some aspects of his personality. 
linically, an individual is considered psychoneurotic when his use of 
repressive mechanisms and psychoneurotic symptoms is such that he is 


n its milder aspects, it closely 
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unable to function adequately or when some symptom causes him so much 
suffering that he seeks treatment for it. 


Personality Disorders 


The personality disorders are another group of functional disorders. 
However, they manifest themselves by disturbed behavior rather than by 
the production of mental symptoms such as are seen in the psychoses OF 
psychoneuroses, or by the development of the physical symptoms seen 1n 
the psychosomatic disorders. Personality disorders cover a wide range of 
psychological and social maladjustments. In this group are included alco- 
holics and drug addicts, various kinds of sexual deviates, antisocial oF 
criminal personalities, the eccentric, inadequate, isolated, emotionally un- 
stable, and many other individuals who have difficulties of one kind oF 
another in their interpersonal relationships. 

Personality disorders have their origin in the period of growth and 
development about the age of three or four years, By this time the child 
has developed some facility in the use of speech, but still is not able to 
express his emotions verbally. This is also the age of strong feelings of 
aggression and increased motor activity. The child of this age prefers me 
express himself in action rather than words. Common manifestations of 
this include temper tantrums, running away from home, tussling an 
wrestling with siblings, and various kinds of destructive behavior. The 
superego is still rather poorly developed; relatively little consideration 18 
felt for others. Feelings of guilt are not yet much in evidence. Instead there 
is a tendency to regard the environment as hostile, and parents as frus- 
trating figures. The important problems of the child of this age are thos? 
of his relationships to authority figures, especially his father, and problems 
of dependency feelings, especially those centered around his mother- 

Some children encounter such difficulties during this period that they are 
unable to move on to the next stage of development. Children with be- 
havior disorders often have a history of such problems. These disorders 
may continue throughout the juvenile period and early adolescence. How" 
pe many manifestations of Personality disorders which develop befor 
st Se se oe and disappear when the individual Leet 
of personality disorder in child ee ae w 
have severe riled eaten arth easel this term for adults 

It is characteristic of the inditani aai i i hat he 

idual with a personality disorder (1@", 


does not appear to suffer personally or to feel guilty about his behavior 
Instead he either makes the significant people in his sean suffer © 
he displays hostile behavior toward society. It is also characteristic of thes? 
individuals that they try to avoid any examination of their emotional prob- 
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lems. They deny outright that they have problems and tend to blame other 
people, society, or circumstances for their difficulties. 


Transient Situational Personality Disorders 


The diagnostic category of transient situational personality disorders is 
composed of those psychiatric phenomena which may appear either briefly 
or as isolated incidents in so-called normal or mentally healthy individuals. 
As has been noted previously, even well-integrated personalities will tend 
to resort to pathological means of adaptation if subjected to sufficient emo- 
tional stress. Sometimes inward stress is experienced at some particular 
Stage of growth and development. One stage may be difficult for one indi- 
vidual and another stage for a different individual. Some may have an 
emotionally difficult infancy; others experience a great deal of stress in some 
phase of childhood. Many individuals find adolescence a very difficult 
period. Others manage to go through the various periods of development 
quite comfortably until they reach old age, which is a critical period for 
them. Many women experience particular emotional stress during preg- 
nancy, the postpartum period, and menopause. , 

Catastrophic events such as earthquakes, tornadoes, bombing attacks, 
and other disasters of nature or War often produce stress of such sudden- 
ness and magnitude that a considerable number of individuals of any group 
that is subjected to it will succumb with some form of psychopathological 
reaction. Panic and hysterical manifestations are not uncommon results of 
such situations. Another type of transient psychiatric disorder may occur 
as the result of prolonged rather than intense situational stress. Examples 
of this type of stress might be associated with experiences of being de- 
prived of food, water, and rest for a long time, possibly while lost on land 
or adrift at sea, These experiences often produce psychotic states, espe- 
cially delirious or schizophenia-like reactions with hallucinations, illusions, 
and delusions. Prolonged exposure to danger, for example, living under 
constant attack during war or in the enforced solitude experienced by ex- 
Plorers, hermits, and prisoners, sometimes results in acute schizophrenic 
reactions. The well-known prison psychosis falls in this category. Most of 
these psychotic reactions are transient in nature and clear up spontaneously 
when the individual is removed from the stress-producing situation. 

Sometimes an individual may be subjected to unusual stress from several 
Sources at the same time. It is quite possible that such an individual might 
have been able to cope with any one of these stress-producing situations 
Separately but the sum total of their combined stress is greater than he is 
able to tolerate. Such an individual may develop a psychotic reaction. If 
Some of the stress can be relieved and if the personality disintegration is 
Not too severe, the individual may recover quickly. Among individuals with 
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personality disorders which seem to be purely situational in origin, there 
are occasionally a few who do not recover readily. These cases may need 
a prolonged period of treatment. It is possible that in some of these cases 


the situational stress may have served to precipitate one of the other forms 
of psychiatric disorders. 
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Part Two 


WHAT CAN BE DONE FOR THE PATIENT 


t, three general approaches can 


In the treatment of the psychiatric patien 
and the social. The psychiatric 


be used: the somatic, the psychological, 
patient can be treated through the medium of his body, his mind, or his 
environment, or by a combination of these methods. The somatic approach 
IS an attempt to make some change within the body of the patient. By this 
method, the physician tries to remove from the body noxious agents that 
may be the cause of the mental disorder, to alter physiological processes 
within the body in order to combat the disease, or to improve the general 
health of the patient so that he is better able to cope with his mental dis- 
Order. The rationale behind this method of treatment is that the physically 
healthy individual is better able to cope with difficult life situations than 
One who is in some way physically handicapped. 

Another approach is the psychological approach. By this method, the 
Psychiatrist tries to make some change within the personality of the patient. 
He attempts to help the patient work through some of his inner conflicts 
and deal with the significant people in his life more effectively. This is es- 
Sentially a process of reeducation, of substituting healthy emotional pat- 
terns for neurotic or morbid ones. In the third approach, the social 
approach, an attempt is made to treat the patient through social forces 
Outside the person himself. By this method the patient is treated by an 


environment specially designed to meet his needs, or by the effect of inter- 


Personal relationships with the significant people in his environment. 


13 Somatic Therapy 


The somatic approach to treatment is the one most familiar to the patient, 
the physician, and the nurse. It consists of treating the body, or soma, of 
the patient by a variety of physical means. These include standard medical 
and surgical treatments, diet therapy, hydrotherapy, electrotherapy, physi- 
cal therapy, and chemotherapy. This approach to mental disorder is used 
when the mental disease is known to be of organic or physical origin. For 
example, it is used in toxic deliriums due to drugs, infections, or infectious 
diseases (pneumonia, typhoid, encephalitis, etc.) and in chronic brain dis- 
Orders due to brain tumors, arteriosclerosis, or postencephalitis. Secondly, 
the somatic approach is also used indirectly, not to attack the primary 
mental disorder, but to improve the patient’s physical and psychological 
well-being, In this way, a medical regimen to improve his general health, 
surgical removal of foci of infection, plastic surgery, and rehabilitative 
Measures would all contribute to improve mental health. Third, the somatic 
approach is used in the treatment of purely psychiatric disorders such as 
the Schizophrenic and manic-depressive reactions, and some of the more 
Severe forms of psychoneurotic disorders. Some of the most commonly 
Used methods of somatic treatment in psychiatric disorders include pharma- 
cotherapy, insulin shock therapy, electroshock therapy, psychosurgery, 


narcosis, and hydrotherapy [5, 13]. 


PHARMACOTHERAPY 


New forms of somatic treatment in psychiatry are constantly being de- 
veloped in response to the overwhelming problem of finding more effective 
Means of solving the nation’s No. 1 health problem, mental illness. Each 
new treatment is hailed as the magic answer—the panacea which will cure 
the untold thousands of mentally ill patients quickly, effectively, and also, 
if possible, inexpensively. Each newly discovered treatment enjoys tempo- 
Tary widespread popularity; then as time and experience evaluate its 
Claims more realistically, it becomes just another useful tool in the total 
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medical armamentarium to conquer mental disease. At the moment, such 
popularity is enjoyed by a group of drugs, of different chemical origin, 
popularly known as tranquilizing drugs, so called because of the calming 
effect which they have on disturbed patients [7]. Some of the best known 
drugs in this group include Thorazine, or chlorpromazine, reserpine—a 
Rauwolfia derivative—Frenquel, Equanil, and Miltown. New preparations 
are being added to the list each week. Though they differ somewhat 1n 
their side effects, they are sufficiently similar to discuss them as a group. 
Before administering any of them to a patient, the nurse should read the 
instructions supplied by the drug manufacturers for a particular drug $O 


that she may be aware of the expected reactions and possible side effects 
of the drug [11]. 


Method of Treatment 


Before treatment is started, the patient should be checked to see that he 
has no liver pathology or that he has not recently taken barbiturates, 
narcotics, or alcohol. A routine electroencephalogram is also desirable. 
Through the period of treatment, blood counts should be taken at weekly 
intervals. The patient’s weight should also be checked regularly, for there 
is a tendency to gain considerable weight. 

Neurotic patients often respond sensitively to these drugs. They should 
be started on small doses and observed carefully for any untoward reac” 
tions. On the other hand, disturbed or psychotic patients often require 
large doses to obtain effective results. If the patient is disturbed, the drug 
is given intramuscularly for the first three or four days in dosages suffi- 
ciently high to obtain relaxation. Care should be taken in administering 
the drug intramuscularly to inject it deep into the muscle. Some of these 
drugs are highly irritant to tissue, and may produce necrosis if injecte 
superficially. The nurse should also take the patient’s blood pressure ne 
fore administration. Following intramuscular administration, the patient 
should lie down and remain quiet for about an hour because of possible 
fainting spells due to a rapid lowering of the blood pressure. 

After the first few days of intramuscular administration, the drug can 
be given orally. Thorazine, which produces gastric distress in some pa 
tients, may be given in milk to avoid discomfort, and preferably, immedi- 
ately after meals. Because of the tendency to gain weight rapidly, it is oft” 
desirable to put patients on a restricted diet. Constipation is another rather 
common problem. The nurse should check on this and not wait for ee 
patient to complain about this symptom. Trouble may be avoided if the 
patient is given a mild cathartic at bedtime. f 

Other side effects include nasal congestion, somnolence, blurring ° 
vision, depression, nightmares, and allergic dermatitis. With Thorazine the? 
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= oat te increased sensitivity to sun. Nurses should see that patients 
E ano rom direct exposure to the sun to prevent severe sunburn. 
the h l op ms are not medically serious but are often distressing and 

anxiety to patients. Reassurance by the nursing staff that these 
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Fic. 6. Avenues of approach to the treatment of the 


psychiatric patient. 

Temperature, pulse, and 
dosage is stabilized. 

nt reaches his individual 


s 
a on are side effects of the drug is helpful. 
AS th n should be taken twice a day until the 
Point a drug is gradually increased each patte F ; 
retard tolerance. Symptoms such as tremors, conv) sions, ex reme motor 
sa ation, excessive weakness, and parkinsonism are indications of over- 
ee ge which generally disappear when the dosage 15 lowered. More serious 
an tic which indicate that the treatment should be discontinued, at 
mporarily, include jaundice, chills and fever, a grippe-like syndrome 
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(malaise, nausea, vomiting, and muscular pains), severe sore throat, de- 
velopment of an organic psychosis, extreme drop in blood pressure, and 
some allergic reactions. Rate of improvement varies from patient to pa- 
tient, but most patients who benefit from this form of treatment show im- 
provement within six weeks. The total course of therapy also varies but 
averages about three months. 

One of the principal nursing problems is the patient’s profound lethargy 
which makes it very difficult to motivate him to participate in any social 
interaction. Such apathy also arouses the hostility of the other patients on 
the unit. The social pressures which are exerted by other patients have 

proved more effective in stimulating activity than the urging of the nurses. 
In very severe cases of apathy, patients may be given a mild stimulant such 
as Benzedrine or Dexedrine to counteract this effect of the drug. 

The tranquilizing drugs seem to be most effective with patients suffering 
from the manic phase of manic-depressive reaction, schizoaffective reac- 
tions, and catatonic excitement in schizophrenic patients. They are also 
helpful in controlling belligerent, assaultive behavior in both acute and 
chronic organic reactions. Agitated depressions, obsessive-compulsive and 
phobic reactions, and pseudoneurotic schizophrenic reactions have also 
obtained temporary relief, usually on very small doses. Depressive reactions 
generally do not respond well to this form of treatment. 

Psychiatric treatment has been dramatically influenced by the introduc- 
tion of the tranquilizing drugs. Their use has decreased appreciably the 
employment of other somatic therapies, notably lobotomy and insulin shock 
treatment and to a lesser extent electroshock treatment. Hydrotherapy has 
been also less frequently used, to the extent that many hospitals are closing 
their hydrotherapy departments. Drugs have almost eliminated the problem 
of the unmanageable patient so that physical restraint is unnecessary, Thus 
they have contributed greatly to the more humanitarian care of patients. 
Nursing personnel, encouraged by the rapid improvement in patients, find 
it easier to develop a relationship with them. Nurses have more time avail- 
able to devote to the patients’ emotional needs instead of spending the 
greater part of their time trying to cope with the patients’ uncontrolled 
behavior. 

In one sense, however, these drugs have increased the demands made 
on the psychiatrist, the nurse, and other members of the psychiatric treat- 
ment team. For, as in the care of other forms of somatic treatment, the 
drugs do not solve the patient’s underlying difficulties. They do make him 
more comfortable by decreasing tension, and also maké him more acces- 
sible to psychotherapy. Therefore, the demands for personnel skilled in 
psychological methods of treatment have increased. More and better-pre- 
pared therapists are needed for the larger numbers of patients who can 
benefit from psychotherapeutic methods of treatment, On the other hand, 
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the rapid improvement of the patient also carries with it an element of 
danger—danger that therapist or patient may mistake alleviation for cure. 
The patient may avoid seeking necessary psychotherapy; the psychiatrist 
may be satisfied with superficial improvement. Both may expect the drug 
to do what can be accomplished only by longer and more arduous methods 
of treatment. 

In their enthusiasm for pharmacotherapy, some psychiatrists in large 
hospitals have prescribed this treatment for so many patients that the 
nurse’s time is completely taken up with administering the drug and check- 
ing blood pressures. This is doubly distressing to her, because although 


the patient needs her services more, she has less time to devote to him 
than formerly. The nurse also must guard against feeling that the drug is 
solely responsible for the signs of improvement in the patient. This de- 


valuates the significance of anything she may do for the patient. It also 
devaluates the importance of interpersonal relationships and makes her less 
observant of the subtleties of the patient's communications. She becomes 
mentally dependent on the drug instead of finding fresh ways of meeting 


problems. 


SHOCK THERAPY 


ntroduction of the tranquilizing drugs, the most widely 
was shock therapy. In psychiatry, there 
are a variety of treatments known as shock treatments. Shock therapy in 


the treatment of psychiatric patients seems to go back historically to the 
old idea that the way yas to shock him into his senses. 


to cure a madman vV 
These old shock treatments T: hrowing him into a snake pit to 


anged from t 
Benjamin Rush’s famous ducking stool of a century or more ago, which 
plunged the patient into an i 


cy pool of water. 

Madern shock therapy made its appearance in about 1935 when Dr. 

Manfred Sakel and Dr. Theo Dussik published their report on 200 cases 
of schizophrenia treated with insulin hypo; 


glycemic shock therapy at the 
Psychiatric Clinic of the University of Vienna. About the same time Dr. 
Ladislas J. Meduna published in Budapest his report on convulsive shock 
therapy using a camphor preparation, which was later replaced by Metra- 
zol. In 1937 Cerletti and Bini reported goo 


d results with a form of con- 
vulsive therapy using electricity in small ‘amounts. Many other drugs and 
agents have been used for shock therapy, 


but insulin and electroshock re- 

main the ones in use today. ; ; 
Shock therapy has proved a valuable form of therapy in certain types 
pes of mental illness usually 


of mental disorders [8]. Yet even in the ty | 
considered best adapted to this treatment, it cannot be predicted before- 
hand that any given case will respond favorably. Why the treatment 


Before the recent i 
used form of somatic intervention 
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works and how it works are not known. Shock therapy is most efficacious 
in acute psychotic states in which the patient has lost all contact with 
reality. Patients who are excited, hallucinated, and delusional seem to 
respond better to insulin shock therapy, whereas those who are depressed 
and stuporous seem to do better with one of the convulsive types of ther- 
apy. 

In the acute psychotic states, it is often difficult for the psychiatrist to 
establish any kind of interpersonal relationship with the patient. The 
physician-patient relationship is important in all branches of medicine, but 
in none is it so important as in psychiatry, because unless the patient is able 
to discuss his problems with his psychiatrist and sincerely wants help, treat- 
ment can be carried on only under the most difficult circumstances. Patients 


was able to offer these patients only custodial care; that is, they were 
bathed, fed, and cared for until such time as the acute stage subsided. In 
a certain percentage of cases the acute Stage passed over into a chronic 
one. Shock therapy seems to be able to break through the psychotic pattern 
and allows the patient to establish contact with those about him. Often 
these periods of contact with reality are brief at first but grow increasingly 
longer as the course of treatments progresses. It is the great contribution of 
shock therapy that it makes the patient accessible. 


Insulin Shock Therapy 


Preparation for Treatment. Before insulin shock treatment is instituted, 


proper precautions the danger can be minimized and should not deter rela- 
tives from giving their consent for t 
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personnel. The state of mind with which the patient begins treatment may 
influence the success or failure of the treatment. 

Treatment—Precoma Phase I. Insulin shock treatment requires a com- 
petent team of experienced psychiatrists and nurses for its safe administra- 
tion [8]. Many hospitals, therefore, have a special insulin unit staffed by a 
permanent treatment team. The patient may receive his entire treatment 
on this unit, or, as is more usual, treatment is started on his own unit until 
such time as his insulin dosages are increased sufficiently to produce a 
coma reaction. The patient is started on small doses which are gradually 
increased each day. Patients vary greatly in their response to insulin; there- 
fore, orders are written each day for each patient’s dosage. The patient’s 
blood pressure, temperature, pulse, and respiration are taken before each 
treatment. The insulin is given intramuscularly about 6:30 A.M. or 7:00 


A.M., on a fasting stomach. The patient remains in bed under the observa- 
and respiration are taken at fifteen-minute intervals, 


here is any unusual change in the patient’s condi- 
reactions are generally mild. They include drowsi- 
and flushing. The nurse, however, should be alert 


to possible allergic reactions which may occur even with very small dosages. 
These reactions should be reported immediately to the physician in charge. 
In this phase, treatment is terminated about 10:00 A.M. by giving the pa- 
tient a glass of sweetened orange juice or other sweetened drink. Following 


this, the patient may have breakfast. When the patient has completely 
ture, pulse, and respiration are again 


tesponded, blood pressure, temperature, 
taken. These should be within normal limits. Patient then may bathe, dress, 


and participate in his usual activities. $ j 
Coma Reaction—Phase II. As the dosage is increased, the patient reacts 


more deeply, with symptoms of marked drowsiness, perspiration, flushing, 
and some muscular twitching. The patient should receive future treatments 
in the insulin unit, if the hospital has one. The patient comes to the insulin 
unit in hospital gown and robe. Before leaving his own unit he has washed, 
brushed his teeth, voided, and had his temperature, pulse, and respiration 
taken. He is given his insulin injection by one of the insulin nurses. The 
insulin unit is kept warm, dark, and quiet. The patient is watched carefully 
by the nursing personnel. They see that he is protected from draft and 
chill; they prevent aspiration of mucus by turning his head to one side, 
and they watch that his tongue does not slip back into his throat. Pulse and 
respiration are checked carefully and regularly. The nurse should watch 
for signs of approaching coma, which include profuse perspiration and 


salivation, twitching about the mouth, clonic spasms, sucking movements 


of the mouth, and forced grasp. A psychiatrist should be available at all 
times during the treatment, for emergency situations can develop very sud- 


denly. He determines when the patient is in coma. Signs of coma include 


tion of the nurse. Pulse 
and more frequently if t 
tion. In the early stages, 
ness, some perspiration, 
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loss of corneal reflex, loss of accommodation to light, and failure to re- 
spond to painful stimuli. Patients are generally not permitted to remain in 
coma longer than one hour, as a safeguard against possible irreversible 
organic brain damage. 

Coma may be terminated by gavage or by the intravenous injection of 
50 per cent glucose. Fluids by mouth should never be offered if the patient 
is comatose and unable to swallow. Nasal gavage must be followed by 
intravenous glucose if the patient does not respond within twenty minutes. 
As soon as the patient is conscious and able to swallow, he should be 
given additional sugar by mouth in the form of sweetened fruit juice or 
other beverages. If patients are nauseated because of large amounts of 
mucus in the stomach, gastric lavage should be done before giving glucose. 
Patients who are nauseated by fruit juices may be given their sugar in hot 
tea or milk. Approximately two grams of sugar should be given for each 
unit of insulin administered. 

Patients demonstrate a wide variety of psychological reactions on com- 
ing out of coma. Many of them are confused and disoriented. Often they 
are not sure of where they are or who the people are around them. If at all 
possible, the nurse who has developed the closest relationship to a patient 
should be at his bedside when he first regains consciousness. The familiar 
sound of her voice addressing him by name is reassuring, and seems to 
help dispel the fog of uncertainty. The psychiatrist may make it a point to 
be with his patients when they come out of coma. They are often more 
accessible at this time than later in the day. Patients sometimes experience 
a period of excitement, characterized by thrashing about, shouting, and 
fighting. This same type of reaction can occur also as the patient is going 
into coma, Periods of excitement occur most frequently when the induction 
into coma or the return to consciousness is slower than usual. During 
coma, the psychotic process seems heightened in some patients. They may 
temporarily experience vivid hallucinations and other acute psychotic 
symptoms, which disappear on full return to consciousness. Many patients 
show increasingly regressive and primitive behavior as coma develops. 
When they are taken out of coma, they tend to behave in a very infantile 
fashion, whimpering, making sucking and smacking movements with their 
mouths, and often crying for their mothers. The warm, spontaneous 
mothering behavior of the nurses toward the patients throughout the treat- 
ment period is especially important at the time the patient is coming out 
of coma. Then he needs the attention that only an experienced psychiatric 
nurse can give him. Some psychiatrists believe that constant, devoted, and 
skillful nursing care is a far more important factor in the beneficial re- 
sponse of the patient to the treatment than the physiological effects of the 
insulin. 

Emergencies, Emergency situations which may occur during this phase 
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of treatment include prolonged coma, circulatory collapse, laryngospasm, 
very slow or irregular pulse, sudden change in blood pressure, cyanosis, 
and allergic reactions. When one of these situations develops, treatment 
should be terminated immediately. Epileptic attacks may occur either early 
in treatment as the patient is going into coma or in the latter part of treat- 
ment. Convulsions at the onset of coma are not usually considered serious, 
but if convulsions occur late in the coma, treatment should be terminated. 
Emergencies in insulin shock therapy can occur very suddenly. Physicians 
and nurses must be extremely alert. Every insulin unit should be equipped 
with suction machines for the removal of mucus in the throat, oxygen 
equipment, a tracheotomy set, and an emergency drug tray furnished with 
adrenalin, atropine, caffeine, sodium benzoate, coramine, digitalis, and 
other emergency drugs as indicated. 

Postcoma Period. When the patient has fully awakened, he is given a 
rubdown, a clean gown, warm blankets, and hot water bottles to prevent 
chilling. When his temperature, pulse, respiration, and blood pressure are 
approximately normal, he is given a warm shower, dressed, and returned 
to his own unit. There, if he is not nauseated, he receives a high carbo- 
hydrate meal. Otherwise, he may rest awhile before eating. The nurse 
frequently has to exercise tact and skill to see that the patient gets this 
needed carbohydrate meal and yet not force it on him. A meal of bread, 
potatoes, and other more slowly absorbed carbohydrates offsets the effect 
of any insulin that still may be present in the bloodstream. By the time the 
Patient has eaten and is rested, he is often in good contact with his sur- 
roundings. 

These periods of greater accessibility offer the nurse an excellent oppor- 
tunity to establish a better relationship with the patient and to encourage 
him to become more active socially. The patient may participate in various 
Occupational and recreational activities off the ward if accompanied by a 
nurse. She should carry some hard candy or lump sugar with her to give 
to the patient should he begin to show signs of a secondary coma, or after- 
coma. Secondary comas constitute an emergency situation which can occur 


anytime after the termination of treatment. 7 
ide blurred or double vision, weakness, 


Signs of secondary coma inclu akni 
and drowsiness. There may be pallor around the mouth, some perspiration, 
and a cold, clammy skin. The physician should always be notified at once. 

id as . 2. 
Treatment consists of the immediate administration of sugar in any form 
or if the symptoms are severe, 


available—candy, sweetened fruit juice, 
intravenous glucose. Symptoms of secondary coma are easy to overlook; 


therefore, the nursing staff must be constantly on guard to observe their 
occurrence. Evening and night nurses should be especially alerted to be 
aware of such symptoms. Patients on insulin treatment should have tem- 
perature, pulse, and respiration taken before retiring. Interval nourishment, 
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afternoon and evening, supplying additional carbohydrate intake, is an- 
other precautionary measure to forestall possible secondary comas. 

Insulin shock treatments are given daily, five days a week. About 50 

—or 60 comas constitute a course of insulin treatments, though this varies 
with the individual patient. Even though the patient is given his coma dos- 
age he may not always achieve a coma each time. Occasionally, a daily 
treatment may have to be canceled because the patient develops a cold or 
other indisposition. Since only treatments in which coma has been reached 
are counted, the length of a course of treatment may extend over four or 
five months. When the psychiatrist decides that the patient has achieved 
his maximum clinical improvement, he gradually tapers off the amount of 
insulin in each dose until treatment is discontinued. 

Insulin therapy is a long, expensive, and somewhat hazardous form of 
treatment requiring highly skilled medical and nursing personnel. Yet for 
certain types of schizophrenia, it still seems to be the most effective method 
of treatment. If maximum benefits are to be obtained from it, there must 
be a close correlation between the somatic treatment and the concomitant 
psychological treatment. Psychotherapy is indicated not only for the period 
of the actual administration of the treatment, but also for the months fol- 
lowing termination of treatment. Some psychiatrists believe that the per- 
sonal interest, warmth, and optimism demonstrated to the patient by the 
personnel in the insulin unit contribute greatly to the effectiveness of the 
treatment. This emotional support given by the insulin treatment team 
should be maintained by the medical and nursing personnel of the patient’s 
home unit. The insulin team and the ward team must work closely to- 
gether so that each team can utilize the progress made by the patient as the 
result of the other group’s work with him. 

During the early stages of treatment, the insulin team carries the heavier 
psychological burden because the patient demonstrates extreme emotional 
dependency during the treatment period. In the afternoons and evenings, 
however, when the patient is back on his own unit, the ward personnel 
should continue to give the patient emotional support. This may be done 
by gradually developing a closer relationship with the patient. Otherwise, 
when the last day of treatment arrives, the patient may experience a feeling 
of rejection not only because of the termination of his relationship with 
the insulin team but also because of his possible feeling of discouragement 
when he realizes that he is still not completely well. 

A period of several months is usually needed following the termination 
of the treatment before the patient attains the maximum clinical benefits 
from the treatment. If the nursing personnel are not aware of this fact and 
if they have not laid the groundwork for utilizing this period of conva- 
lescence, the patient can easily slip back into his old patterns of behavior. 
An opportunity for successful therapy may be tragically wasted if the 


n ~ 
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patient receives insulin treatment and then is psychologically neglected by 
medical and nursing personnel. Actually, the posttreatment period is the 
ideal time for doing intensive work with the patient. One of the results of 
the treatment is that the patient may become receptive to new ideas, new 
attitudes, and new patterns of behavior. This period of increased receptivity 
offers an opportunity for the ingenuity and skill of the psychiatric nurse. 
It is the ideal time to help the patient find ways of living in the world of 
reality which are more satisfactory than his retreat into psychosis. 

Ambulatory Insulin Therapy. A modified form of insulin therapy is 
also sometimes used. This is called subcoma insulin therapy or ambulatory 
insulin therapy. It differs from insulin shock therapy in that the dosage of 
insulin given is insufficient to produce the characteristic deep hypoglycemic 
coma. This type of insulin therapy is often given in institutions that have 
insufficient nursing and medical staff to give the regular insulin shock 
therapy. The latter type of treatment demands constant nursing attendance 
and close medical supervision, but modified insulin therapy can be handled 
with general ward supervision by the nurse. The physician is called only 
if the patient should slip over into true coma. : 

Not enough reports have been published regarding the results of this 
method of therapy to evaluate it. However, the general opinion seems 
to be that it is not particularly successful with the acute psychotic states, 
though it has been used with some degree of success with very mild psy- 


chotic states and with some of the psychoneuroses. 


Convulsive Shock Therapies 


In the convulsive shock therapies, the convulsion produced by either 
electricity or Metrazol is not unlike that seen in the grand mal seizure of 
epilepsy. A physician with a team of nurses and attendants can administer 
this treatment to a large number of patients ina short space of time. The 
equipment needed is simple and relatively inexpensive. The risks are mini- 
mal, and the results have proved fairly satisfactory in certain types of dis- 
orders, namely, the depressive and stuporous psychotic states and psy- 
choneurotic conditions such as reactive depressions, obsessive-compulsive 
States, anxiety, depersonalization, and some types of hysteria. It has 
proved particularly effective in the treatment of depressions, especially of 
the involutional variety. Five or six treatments are often Sufficient for the 
relief of the symptoms. In manic and depressive reactions, it has also 
proved very successful [8]. . ; ; 

Although electroshock treatment medically is considered to have few 
hazards and has a remarkably low mortality rate, many patients have a 
great dread of the treatment. Therefore, careful psychological preparation 
of the patient beforehand is an important factor in the patient’s acceptance 
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of treatment. When this form of treatment has been decided upon for the 
patient, it should be discussed with relatives and a written consent for 
treatment obtained. The patient’s psychiatrist should give an explanation of 
the treatment to the patient. However, for many patients this is not sufficient. 
Even after discussion with his psychiatrist, the patient may be troubled by 
many fears and unanswered questions. He should be given an opportunity 
to talk about these apprehensions to someone on the nursing staff if he 
wishes; the nurse may initiate a conversation with him if she sees that he is 
tense and anxious. 

The nurse should never attempt to reassure the patient until she finds out 
from him what his particular apprehensions are. Specific fears of electro- 
shock treatment vary greatly from patient to patient. Some patients are 
afraid of the electricity, which they associate with the idea of being electro- 
cuted. Others fear that they will die; still others are terrified of the con- 
vulsions which are produced. Some, who may have had previous treatments, 
fear unpleasant experiences such as hallucinations, tingling, or sudden loss 
of breath, which may occur just before losing consciousness. Some patients 
fear the aftereffects, such as loss of memory or mental deterioration; other 
patients are afraid of losing consciousness, 

The nurse should listen fully and carefully to the patient. She should give 
him ample Opportunity to describe in detail his particular fears. This narra- 
tion serves the twofold purpose of allowing him to ventilate his fears, thus 
reducing their fearfulness, and enabling the nurse to give the patient the 
specific help he needs. If the nurse feels that the patient is still troubled, she 
should report this to the psychiatrist so that he may have an opportunity to 
explore further the reasons for the patient’s fears, 

The surroundings in which electroshock treatments are given are also 
important. Because the actual treatment is simple, and requires little equip- 
ment, it is often, unfortunately, carried out with the dispatch and imperson- 
ality of a factory assembly line. To help preserve the patient’s feeling of 
dignity and self-respect during the treatment, privacy is necessary. Other 
patients should not be able to see the patient who is having the treatment. 
The regular ward treatment room or a carefully screened area of the ward 
unit may be used for giving the electroshock treatments. Patients who are 
waiting to be treated may either remain on their own units until called, or 
wait for their treatments ina nearby comfortably furnished room provided 
with radio and other recreational facilities. A recovery room adjacent to the 
treatment room and adequately staffed with nursing personnel should also 
be a part of the electroshock treatment unit if it is not convenient for patients 
to be returned to their own units to recover following treatment. 

Before treatment, Margolis and others recommend giving intravenous 
injections of a barbiturate (Sodium Amytal, Pentothal, or Surital) and a 
muscular relaxant (Syncurine or Anectine). The pretreatment medications 
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are important physiologically, in preventing compression fractures, and 
psychologically, in reducing anxiety and eliminating unpleasant precon- 
vulsive experiences. The administration of these medications also gives the 
personnel an opportunity to convey to the patient, by words and tone of 
voice, their interest and concern in the patient’s welfare. The emotional 
support supplied by the staff has an important bearing on how the patient 
experiences the treatment. 

After the premedications have taken effect and the patient has achieved 
muscular relaxation, electrodes are applied to the patient’s temples, a soft 
mouth gag is placed between his jaws, and his chin and lower jaw are 
Supported firmly by a nurse’s hand. A rolled towel or small pillow is 
placed under the small of his back. Several nurses should stand on each 
side of the patient with hands placed lightly over the patient’s shoulder 
and hip joints. The patient should not be held down rigidly but should be 
prevented from lashing out with arms and legs, an activity which could 
result in a dislocation of a shoulder or hip joint. Care should be taken not 
to lean on the patient’s chest or in any way interfere with his breathing. 

The patient then receives a small dosage of electrical current which 
produces a typical grand mal seizure. When the convulsion has subsided, 
the patient should be turned on his side to prevent aspiration of saliva. If 
his color is slow in returning, a whiff of oxygen may be given. The admin- 
istration of small amounts of oxygen also decreases the tendency to post- 
convulsive headaches. The patient is then either taken to a special recovery 
room or back to his own unit. He should be observed by the nursing per- 
sonnel for about an hour after treatment, Or until he has fully recovered 
from the treatment. Most patients fall into a quiet sleep, but occasionally 
patients wake up confused, noisy, or show postconvulsive psychomotor 
behavior, such as walking in circles, buttoning and unbuttoning their 
clothes, and other bizarre behavior. 

Following the treatment, when the patient has rested, he may shower, 
dress, and then engage in his usual activities. Some patients continue to 
have a slight headache or nausea for several hours after treatment. This 
may be treated symptomatically with aspirin or oxygen. Perhaps the most 
distressing sequela of electroshock treatment to most patients is the tempo- 
rary impairment of memory. If the patient does not realize that this is due 
to the treatment, he may be very distressed about it. Patients frequently 
keep this fear to themselves and suffer needlessly. Sometimes they feel that 
they are getting worse oF losing their minds. Therefore the nurse should 
try to ascertain whether the patient is concerned about this. Also because 
of the memory loss, he may forget the explanation from one day to another, 


and may need repeated explanations. E 
Patients on electroshock treatment should be encouraged to participate 


in ward activities, and in occupational and recreational activities. Just as 
5 
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with insulin treatment, this treatment also provides an opportunity for the 
nurse to try to reach the patient and to engage him in new interests. Since 
the effect of electroshock treatment is to help the patient repress his con- 
flicts, the efforts of the nurse should be to help the patient socialize rather 
than to assist him in gaining insight into his illness. 

Electroshock treatments are usually given every other day, three times a 
week. A course of treatment generally averages between 20 and 30 treat- 
ments. However, treatment should never be prescribed on an arbitrary 
basis but should be planned to meet the requirements of the individual 
patient. Some patients respond after only two or three treatments; others 
need a long course. An occasional maintenance treatment may be given 
to patients who have improved but are not able to maintain the improve- 
ment without a booster treatment. 


Choice of Shock Therapies 


There is a great deal of flexibility in the choice of shock therapy for a 
given patient. A course of insulin therapy may be prescribed for the patient, 
but if he does not respond to this method of treatment, a course of electro- 
shock treatments may be tried. Sometimes, if the patient does not respond 
to a course of treatment, he is allowed a period of rest and is then given a 
second course. Just as electroshock treatment is often prescribed when 
insulin has failed, so insulin may be tried when electroshock therapy has 
proved ineffective. The various types of shock therapies may be combined, 
for example, by giving insulin one day and electroshock the next day, or 
by giving insulin and electroshock simultaneously [8]. 


PSYCHOSURGERY 


i Psychosurgery, or the use of surgery in the treatment of psychiatric con- 
ditions, is a form of somatic treatment which was introduced in the United 
States by Drs. Freeman and Watts [4] of Washington, D.C., in 1936. The 
operation known as prefrontal lobotomy or prefrontal leucotomy was first 
performed by Dr. Egas Moniz of Lisbon in 1935. In this procedure, the 
neurosurgeon makes burr holes bilaterally several centimeters above the 
top of the ear along the line of the coronal suture, inserts a leucotome, and 
severs the associative tracts between the frontal poles of the hemispheres 
and the thalamus. In 1946, Dr. Freeman introduced the transorbital lobot- 
omy in which the leucotome is inserted through the bony cavity above the 
eye. This procedure obviates the need for burr holes. Both these tech- 
niques are known as blind procedures because the neurosurgeon cannot 
visualize the operative tract. Lyley in 1947 developed one of the first open 
techniques to be used. These procedures include, among others, topectomy> 
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lobectomy, gyrectomy, and thalamotomy. While there is much controversy 
about the rationale for psychosurgery, the empirical result of severing the 
associative fibers between the thalamus and the frontal lobe is the reduction 
of tension and anxiety. 

Psychosurgery has been used in chronic, resistant cases that have not 
responded to any other type of therapy [8]. Cases of long-standing intense 
anxiety accompanied by agitation, such as one sees in the mixed affective 
psychoses, and the agitated depressions, or involutional melancholias, have 
been benefited. Also, incapacitating psychoneuroses of long standing, such 
as the obsessive-compulsive neuroses, have often made surprising improve- 
ment. These patients may improve to the point where they can make good 
economic and social adjustments. Destructive, excited catatonic patients 
and other chronically psychotic patients who are seen in large state hos- 
pitals also seem to benefit from this operation, but not to the same degree. 
These patients often remain in a disturbed state for years and are extremely 
difficult to manage. Following psychosurgery, they tend to become much 
quieter and will allow themselves to be dressed and cared for. They can be 
moved to a quieter ward, and though they may retain their hallucinations 
and delusions, they no longer seem to be disturbed by them. Psychosurgery 


has also been used with favorable results with patients suffering from in- 


tractable pain such as occurs in malignancies, trigeminal neuralgia, and 


phantom limbs. 
Since the advent of the tranquilizing drugs, the use of psychosurgery 


has decreased markedly. More than ever before, psychosurgery is resorted 
to only when all other forms of treatment have been found ineffective. It 
remains a fact, however, that patients have responded favorably to psycho- 
Surgery after other methods had been tried and had failed. 

The first few days postoperatively the patient presents primarily a surgi- 
cal nursing problem. Temperature, pulse, respiration, and blood pressure 
should be checked regularly. Most patients regain consciousness in several 
hours, often with complete amnesia for the operative experience. Although 
surgical emergencies are not common, the nurse should be alert for signs 
of increased intracranial pressure (slow pulse and respiration, sudden rise 
in blood pressure and temperature, dilated pupils and projectile vomiting) 
and postoperative shock (fast pulse and respiration, a drop in blood pres- 
sure and temperature, and a cold, clammy, skin). The neurosurgeon should 
be notified immediately. For shock, emergency nursing measures include 
lowering the head of the bed, application of external heat, oxygen, intra- 
venous fluids, and emergency drugs as ordered; for elevated temperature 
in increased intracranial pressure, the nurse should remove unnecessary 
blankets and give an alcohol sponge. Of course, the neurosurgeon will in- 


stitute the necessary emergency surgical procedures. 
When the patients have regained consciousness, they are often confused 
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and disoriented and suffer from loss of memory. Bowel and bladder func- 
tioning is involuntary. Patients may be completely uninhibited in speech 
and behavior, sometimes exhibiting the crude joking behavior so character- 
istic of frontal lobe conditions. In short, lobotomy patients present the 
typical nursing problems of an acute organic reaction. This entire picture 
usually disappears in from five to ten days after operation. 

The greatest nursing problem following psychosurgery is one of rehabili- 
tation [3]. The patient is usually extremely regressed both physiologically 
and psychologically. The first task is to reestablish bowel and bladder con- 
trol on a regular schedule. Meal periods have to be supervised much as 
with a young child. Problems of bathing, dressing, and retiring are dealt 
with in a similar manner, with patience, persistence, and understanding on 
the part of the nurses. At the same time that habits of personal hygiene 
are being reestablished, the patient should also begin a carefully planned 
program of recreational and occupational activities. These should be 
graded, starting with very simple activities and gradually increasing in com- 
plexity. 

Calisthenics, rhythm bands, simple games, and short walks are all suit- 
able initial activities. Occupational therapy projects which utilize colorful 
materials and simple design seem to meet the special needs of these pa- 
tients. Lobotomy patients should not have to compete with other patients. 
As rapidly as the patient is able to move on to something more difficult he 
should be encouraged to do so. He should also be encouraged to care for 
himself and to do some useful tasks as soon as possible, in order to in- 
crease his personal self-esteem as an adult member of society. With such 
a rehabilitative program, many postlobotomy patients have been able to be 


discharged from the hospital and do their own housework or maintain 
themselves on a job. 


NARCOSIS THERAPIES 


Various types of treatment using sedative drugs have been used in the 
treatment of psychiatric patients. Sedative drugs most commonly used in- 
clude the barbiturates (phenobarbital, barbital, Sodium Amytal, Pentothal, 
and so forth), paraldehyde, chloral hydrate, and scopolamine. The use of 
sedative drugs varies from the giving of small doses to mildly neurotic 
patients for the relief of tension and anxiety symptoms or insomnia to the 


administering of large doses of drugs in order to induce a prolonged state 
of narcosis. 


Prolonged Narcosis 


Sleep has long been regarded as a restorative of man’s physical and 
mental powers. It is believed that many psychological problems are solved 
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during sleep, although exact knowledge of just how this is accomplished 
is lacking. Sleep treatments or narcosis therapies have proved very effica- 
cious in certain cases. 

Prolonged narcosis, or Dauerschlaf, has been in use since 1922, when it 
was introduced by Klaesi. This treatment consists of giving sufficient seda- 
tion to produce and maintain a state of deep stupor over a period of time 
which may vary from several days to several weeks or months. This treat- 
ment, which originated in Switzerland, was introduced in this country by 
Bleckwenn in 1930 and enjoyed considerable popularity during the mid- 
30s [2]. It was usually given for a period of 10 days. Prolonged narcosis 
treatment demanded a great deal of nursing care and medical supervision. 
Because of the deeply stuporous condition of the patient, he was extremely 
susceptible to pneumonia. Therefore, he had to be kept dry, warm, and out 
of drafts and turned frequently. Constant nursing care, day and night, was 
required, For this reason this treatment was practical only in institutions 
that were extremely well supplied with nursing and medical personnel. 
When Metrazol and insulin shock therapy were introduced, they rapidly 
became widespread forms of treatment. Prolonged narcosis lapsed in popu- 
larity until it was again revived in World War II. 

The best-known wartime use of prolonged narcosis occurred in the re- 
treat and evacuation from Dunkirk in 1943, though it was also reported 
to have been used in British and American hospitals in other campaigns. 
These World War II patients were panic-stricken, psychologically severely 
traumatized, and battle-fatigued soldiers. Treatment consisted of putting 
them to sleep under heavy sedation for several days. These patients were 
given a great deal of nursing care, preferably by women nurses, and a 
regimen of rest, fluids, nourishing food, and emotional security. This early 
treatment was usually followed by a program of psychological reorienta- 
tion and reeducation, which was carefully correlated with the patient’s 
progress. As the patient emerged from the period of complete narcosis, he 
was treated at first much as a small child. He needed to be fed and cared 
for by nurses and given psychological reassurance by his psychiatrist. He 
was then put on a schedule that encouraged his achievement of increasing 
stages of independence. These various stages corresponded roughly to the 
stages of normal development from child to adult. This treatment has been 


ably described by Sargant and Slater [3]. 


Carbon Dioxide Therapy 


of treatment upon which research is being done is a treat- 


Another form ; 2 
de, oxygen, and nitrogen [9]. This 


ment using gases, chiefly carbon dioxi 
treatment has the advantage of being a brief, simple treatment presenting 


little danger and requiring a minimum of medical and nursing personnel. 
There is no disorientation or confusion following the treatment, nor does it 
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incapacitate the patient or interfere with his usual daily life. It is ideally 
suited to the treatment of outpatients. No statistics are yet available as to 
its efficacy. Since all the forms of treatment mentioned in this chapter have 
been in use for less than four decades, it still remains to be seen how well 
they will stand the test of time. 


HYDROTHERAPY 


Hydrotherapy is a form of somatic treatment which has been in use since 
the time of the Egyptians and the Greeks. Before 1935, when the shock 
therapies were introduced, it played a very useful role in the treatment of 
psychiatric patients, particularly in the management of disturbed patients. 
Many mental hospitals operated large hydrotherapy departments which 
functioned on a twenty-four-hour basis and in which many kinds of hydro- 
therapeutic procedures were given. These included packs, continuous tubs, 
steam baths, Scotch douches, salt glows, sitz baths, needle sprays, and mas- 
sage. Since the introduction of shock treatment most of these hydrotherapy 
procedures have fallen into disuse. The only treatments that are still com- 
monly used are the wet sheet pack and the continuous tub. With the use 
of tranquilizing drugs, which have Proved so effective in the treatment of 
excited patients, the use of hydrotherapy has been further reduced. 

However, occasionally, there is still a patient who does not respond to 
other forms of somatic treatment and may benefit from hydrotherapy. Also, 
this treatment may be used for the patient who has some condition which 
contraindicates the use of drugs. Hydrotherapy is still a useful adjunct in 
helping certain patients suffering from psychoneurosis to achieve relaxation. 
As an emergency measure for an acutely excited patient, it can be used 
before other forms of treatment are used or as a Supplementary measure. 
y lie in the fact that it re- 
ng of frustration in an otherwise im- 


may ameliorate suffering or f 
The continuous tub and 


y special equipment. Therefore, 


they can be used in the general hospital or in the home as well as in 4 
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Continuous Tub 


The continuous bath is the most frequently prescribed hydrotherapeutic 
procedure. The patient is placed in a bathtub full of water at approximately 
body temperature (92 to 97°F). In the psychiatric hospital the patient rests 
in a canvas hammock in a special tub, but an ordinary bathtub without 
hammock can be used at home with satisfactory results. The patient relaxes 
and frequently becomes drowsy. In addition to the physiological reactions 
of warmth and relaxation, treatment also satisfies deep psychological needs 
for security and regressive impulses. This is furthered by a dimly lit room, 
quiet atmosphere, and the constant attendance of the nurse throughout the 
treatment, Sometimes soft music is played during the treatment. The pa- 
tient’s pulse and respiration are checked regularly, and he is given fluids to 
drink as he wishes. A cool cloth or an ice cap is placed on his head. 

The average length of time for a continuous tub is one hour. This may 
be increased if the patient would seem to benefit from a longer period. If 
there is any irregularity of pulse or respiration, marked change of color, 
chilling, or faintness, the patient should be removed immediately. Patients 
who have suicidal tendencies should be especially carefully watched. After 
the bath is completed, the patient should be dried thoroughly and allowed 
to rest quietly for an hour or two. Some patients do not respond well psy- 
chologically to the continuous tub in that the sound of the flowing water 
seems to increase the tendency to hallucinate. Often patients with paranoid 
ideas fear the treatment as an attempt to drown them. Such highly excited 
patients do not benefit from continuous tubs. This treatment is also contra- 
indicated for patients who have recently been taking depressant drugs. 


Wet Sheet Packs 

a more effectual sedative reaction in pa- 
tients who have the vitality to react to it. Essentially it consists of wrapping 
the patient first in sheets wrung out in cold water and then in blankets. Like 
the continuous tub, its purpose is to induce relaxation, warmth, and a 
feeling of security. It is indicated for acutely excited patients, extremely 
suicidal or self-mutilating patients, and for patients who cannot be given 
a continuous tub or other forms of somatic treatment. It is contraindicated 
for patients with organic brain disease, febrile conditions, cardiovascular 
or renal disease, or convulsive disorders and for psychotic patients in whom 
the treatment would tend to reinforce hallucinations or delusions of punish- 
ment or persecution. Also it should not be given to weak or aged patients 


who do not have a good physiological reaction to cold. , i 
Just as for a continuous tub treatment, the wet sheet pack is prescribed 


The wet sheet pack produces 
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by the physician after the patient has had a physical examination. The 
usual length of time is one hour but may be increased to three or four. The 
patient’s mattress should be provided with a full-length rubber sheet. One 
large blanket, or a special pack blanket, is placed over this. Three bed 
sheets are wrung out in water at about 60°F for a neutral pack. One 
sheet is spread over the blanket, turning down a 12-inch cuff at the head 
of the bed. A second sheet is placed in the same manner over the first. The 
third sheet is folded lengthwise to be used as an arm sheet. This is placed 
crosswise on the bed so that the top edge will come to the patient’s axillae. 

The patient then lies on the sheets on his back. One end of the arm sheet 
is drawn between the patient’s arm and his side. He is turned on his side 
away from the nurse and the remaining end is drawn over his arm and 
smoothly across his back. The nurse on the other side then follows the 
same procedure. The upper corner of one sheet is drawn over the shoulder, « 
across the chest diagonally, and toward the Opposite axilla. The lower 
corner of the same side is drawn over and around the leg on the same 
side. Care must be taken to avoid wrinkles. The same procedure is fol- 
lowed for the second sheet except that it is started with the opposite 
corner from that used in the first sheet. For example, if sheet one is 
wrapped first on the right side and then on the left side, sheet two is 
wrapped first on the left side and then on the right side. 

The blanket is then wrapped in the same way, again starting with the 
alternate corner. A restraining sheet may be necessary if the patient is 
restless or the bed is narrow. The wrapping at the patient’s throat should 
be loosened and a dry towel tucked in. Cold compresses should be placed 
on the patient’s forehead. The patient’s pulse is taken every fifteen minutes 
and recorded. No patient in pack should be left alone. Fluids may be given 
as desired. The patient should be removed immediately if there are any 
irregularities of color or pulse, When treatment is terminated, the patient 
should be given a warm shower and rubdown. He should be encouraged to 
lie down and rest following treatment. 

A certain amount of controversy about the use of wet sheet packs and 
continuous tubs has existed for some time. In some psychiatric circles, they 
are regarded as simply another method of physical restraint, and it is felt 
that too frequently they are used to threaten or punish a patient. Often the 
patient himself interprets the procedure as punishment rather than as @ 
form of treatment. It must be recognized that it is possible for this tO 
happen. William Seabrook [10] writes in “Asylum”: “And so I learned 
about the mysterious ‘pack’ which is the only method of prolonged physical 
restraint now regarded as cricket by modernized institutions which can 
swear without perjuring themselves that they have thrown all the strait- 
jackets, handcuffs, and muffs out of the window.” 

The psychological aspects of these procedures are fully as important as 
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the physiological reactions. The feelings of warmth, relaxation, and com- 
fort which the patient should experience may be negated if the procedures 
are given when the patient or the nursing personnel is under great emo- 
tional stress. The commonest error is to wait until the patient is excited 
before giving the treatment. The observant psychiatric nurse should be 
aware of signs of increasing anxiety and tension in her patients. She should 
be able to determine whether the tension of a given patient can be re- 
lieved by allowing him to talk to her and whether it would be relieved 
more effectively by the sedative action of a continuous tub or wet sheet 
pack. 

Some patients will te 
from such a treatment. T! 
who fear loss of control. Such proc 


Jl the nurse when they feel that they would benefit 
his is often true of patients with strong impulses 
edures give these patients a feeling of 
security and help to tide them over transient but difficult periods. Another 
aspect of these procedures, which is often overlooked by nurses, is that in 
carrying them out the nurse has an opportunity to communicate her con- 
cern for the patient, much as a mother expresses some of her love for 
her child when she bathes him. Some patients are completely inaccessible 
to verbal forms of communication, but they can be reached through the 
more primitive sensory perceptions, by means of the warmth of the water, 
the touch of the nurse’s hand, and the sound of her voice. The nurse 
cannot communicate reasurrance in this way if she waits until the patient 
is too excited to be receptive, Or if she either reflects his excitement or tries 
to repress her feelings by a brusque, efficient manner. 

Continuous tubs and wet sheet packs can also be used by the nursing 
personnel as a way to avoid dealing with difficult nursing problems, often 
problems which the nurse does not know how to solve. Such use of 
hydrotherapeutic procedures only postpones the moment when the nurse 
will have to face the problem more directly. Consequently, the nurse must 
always examine her own motives before she asks the phsyician for an order 
or carries out a treatment. It has often been noted that on a given unit 
weeks may go by with very few treatments, and then there will be a sudden 
increase in the number given. One would have to ask whether the reasons 
for this are more likely to be found in problems within the nursing staff 


than in the problems of the patients. 
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14 Psychotherapy 


The previous chapter discussed some of the more widely used methods of 
treating the psychiatric patient by physical agents. There are, however, 
other methods of treatment which have been developed in psychiatry to 
meet the special needs of psychiatric patients. These methods have not only 
become increasingly important in the treatment of psychiatric disorders 
but are now also being applied in general medical practice. Most important 
are those methods which come under the general heading of psychotherapy. 

Psychotherapy is the general name given to all types of therapy that use 
psychological means to effect a change in the patient’s condition. There 
are many kinds of psychotherapy. They vary in intensity, in therapeutic 
goals, in technique, and in the degree of technical training and skill de- 
manded of the therapist. In general, however, they can be divided into two 
large categories, the supportive and the expressive. The first group includes 
those forms of psychotherapy which aim to strengthen the defenses of the 
personality. They help the individual to cope with increased emotional 
Stress, either by the repression of the specific traumatic material or by 
applying general supportive measures to increase the individual’s tolerance 
to stress. The therapeutic goal is limited to dealing with the presenting 
symptoms and helping the individual maintain or regain his previous state 
of emotional health. It is not necessary that the patient achieve insight into 
the causes of his difficulties, nor is there any attempt to effect a change in 
the total personality. Supportive methods are often indicated in treating 
generally well-adjusted individuals who need assistance during a transitory 
period of stress. These methods are also used for psychiatric patients who 
are very ill or whose personality resources are so limited that they could 
not tolerate more intensive forms of psychotherapy. 

Many names have been given to the various forms of expressive psycho- 
therapy, including deep psychotherapy, intensive psychotherapy, psycho- 
analytic therapy, and dynamic or psychoanalytically oriented psychotherapy. 
The psychotherapeutic goals of these methods of psychotherapy are more 


far-reaching than those of supportive methods. They are concerned with 
177 
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effecting a change in the total personality structure rather than with the 
treatment of isolated symptoms. This requires a thorough investigation of 
the existing intrapersonal value system and patterns of interpersonal rela- 
tionships. Such psychotherapy utilizes the transference relationship between 
patient and therapist, the recall of childhood experiences and repressed 
memories, the interpretation of dreams, and free association as some of the 
means of effecting changes in personality structure. The patient is ex- 
pected to achieve some insight into the etiology of the stress-producing 
factors in his life and a more reality-oriented approach to problems of 
everyday living. 


Supportive Psychotherapy 


Persuasion, suggestion, and reassurance were at one time very widely 
used forms of supportive Psychotherapy, commonly used by nurses as well 
as by other psychotherapists. Since the introduction of some of the expres- 
sive techniques their application has become much more limited. In using 
persuasion the therapist attempts to overcome the lack of motivation of 
the patient by reasoning with him. Often the therapist tries to get the patient 
to accept the therapist’s decisions for his welfare. By suggestion, on the 
other hand, the patient is presented with a decision but has the alternative 
of refusing it. Nevertheless, Suggestion as well as persuasion tends to 
weaken the patient’s self-determination and ability to make his own de- 
cisions and stifles his initiative and independence. Suggestion may be either 
passive or active, direct or indirect, Allowing a patient to watch a card 
game or other activity until he expresses a desire to join in would be an 
example of passive suggestion, Telling the patient to eat or to go to bed 
would be an example of active, direct Suggestion. A comment made to 4 
third person in the presence of the patient that a walk might be an en- 
joyable activity would constitute an indirect suggestion, ý 

Reassurance is often used as a supportive measure when a patient ap- 
pears anxious or depressed. Unfortunately, it is often used indiscriminately: 
Too frequently this occurs when the therapist does not know what else tO 
Ss pai me tone it may actually prevent the oo 
further disension of the at ernaia ee sg a care d 

use of reassurance in nursing, the reader is referre 
to the excellent paper of Dorothy Gregg [12] on this subject. 


Hypnosis 


The most active and direct Suggestion can be given in a form of psycho- 
therapy known as hypnosis. Hypnosis is a trancelike state produced in the 
patient by intense concentration and a very high degree of suggestibility to 
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the commands of the hypnotist, to whom the patient develops a strong 
dependent relationship. The psychological phenomenon known as hypnosis 
was first introduced in Europe in the court of Vienna (1775) and in Paris 
(1778) by Anton Mesmer, under the name of Mesmerism. This method 
enjoyed great popularity in psychiatric circles in the latter part of the nine- 
teenth century, but because of lack of scientific understanding of hypnosis 
and its therapeutic possibilities and its misuse by unscrupulous individuals, 
it fell into disrepute among the medical profession. 

Hypnotism by the use of direct suggestion was able to relieve hysterical 
conversion symptoms in a very dramatic fashion. Unfortunately, the cures 
were short-lived. Since the cause of the symptoms was not touched, the 
same symptoms reappeared or others developed to take their place. Charcot, 
Janet, Bernheim, and other nineteenth-century French psychiatrists studied 
hypnotism. Freud in his early psychiatric career as a student of Charcot 
became interested in hypnosis, and from this study began the investigation 
that finally led to his formulation of the theories and technique of psycho- 
analysis. Hypnosis has also been used for other than psychological purposes 
in the practice of medicine. Because hypnosis is able to make the patient 
insensible to pain, it has been used in childbirth and, in the absence of an 
anesthetic, in surgical operations. 

There are several common misconceptions about hypnosis of which the 
nurse should be aware. One is that a person can be hypnotized against his 
will. Hypnosis requires the active cooperation of the patient and intense 
concentration on his part, and if he refuses to cooperate, he cannot be 
hypnotized. For this reason, psychotic patients make poor hypnotic sub- 
jects. The best subjects are individuals with a high degree of suggestibility. 
Another fallacy is that a person can be made to perform under hypnosis 
acts that would embarrass him or that he would consider wrong in his 
waking state. Repeated experiences in hypnosis have shown that, whenever 
the hypnotist suggests an act which violates the subject’s moral or ethical 
code, the subject awakens instantly from his trance and often displays 
anger toward the hypnotist. , , ee 

Recently there has been a reawakened interest 1n hypnosis within the 
medical profession. This interest has taken two paths: an interest in re- 
search into the psychological phenomenon of hypnosis per se and the 
development of a new psychotherapeutic technique, hypnoanalysis, which 
combines the techniques of hypnosis and psychoanalysis. Hypnoanalysis 
will be discussed later in this chapter- Hypnosis for therapeutic purposes 
should always be done by a psychiatrist. The nurse may be asked to observe 
the patient both during and following hypnosis, but ordinarily she plays no 


direct role in this treatment. 
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EXPRESSIVE PSYCHOTHERAPY 
Psychoanalysis 


Perhaps the best example of expressive psychotherapy is psychoanalysis. 
Psychoanalytic therapy is the most intensive of all forms of psychotherapy. 
It is also the longest in duration of treatment and the most extensive in 
scope [1, 8, 10, 18, 22]. Psychoanalytic therapy is essentially an “uncover- 
ing” technique aimed at revealing the patient’s most deeply seated con- 
flicts. Interviews of an hour each are held from two to five times weekly 
over a period of several years. In its scope, psychoanalysis is concerned 
with a reevaluation of the total personality. Psychoanalysis requires that 
the practitioner have special training. To become a psychoanalyst in the 
United States, a person must be a psychiatrist who has subjected himself 
to a personal analysis and who has analyzed several patients under the 
supervision of more experienced analysts; he must also take a prescribed 
course of study in psychoanalytic therapy and be accepted as a member 
of the American Psychoanalytic Association. 

The term psychoanalysis was first used by its originator, Sigmund Freud, 
about the turn of the twentieth century. The term is used to mean a body 
of psychological theory and also a method of psychotherapy. In this dis- 
cussion the term will be used in the latter sense, as a form of treatment. 
Because of the length of time required and the costliness of the treatment, 
psychoanalysis is used most frequently in private psychiatric practice. 
There are, however, several private psychiatric hospitals in which psycho- 
analysis and psychoanalytic methods are used extensively [9]. The interest 
in psychoanalysis has increased to such an extent that one can find a few 
cases being treated by this method in almost all psychiatric institutions that 
maintain teaching and research programs [17]. Occasionally one even finds 
a patient or two being treated by psychoanalysis in large public psychiatrie 
institutions. It is important, therefore, for the nurse to understand what this 
therapy attempts to do and how it accomplishes its end. : 

In the typical psychoanalytic interview, the patient lies on a couch, with 
the analyst seated in a chair behind the patient and out of range of his 
vision. He is encouraged to express freely and uncritically whatever comes 
into his mind, no matter how trivial, inconsequential, or ridiculous it seems- 
This is called free association. He is also encouraged to recall and relate 
his dreams. Freud spoke of dreams as “the royal road to the unconscious: 
fae Stated that dreams are the disguised fulfillment of a wish. Some of the 
functions of the dream are to reveal clues to unconscious conflicts, to relieve 
tension and anxiety, and to help solve difficult psychological problems. The 
analyst helps the patient to discover the meaning of the dreams and tO 
relate them to what is happening to him in his daily life. 
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As has been mentioned earlier in the chapter, the patient-therapist rela- 
tionship plays a very important role in all forms of psychotherapy. This 
relationship is often a particularly strong one in psychoanalytic therapy. 
When the patient first comes to the analyst seeking help for his difficulties, 
a feeling of trust and confidence usually develops quickly and has a bene- 
ficial effect apart from the analytic situation. He appears much more re- 
laxed and feels more secure and confident in his daily contacts. Gradually 
the relationship to the analyst is deepened and strengthened to become 
what is known as transference (see p. 186). 

During the course of psychoanalysis the patient recalls many experiences 
that have been significant to him. Of particular importance are the experi- 
ences of early childhood. Freud believed that the neuroses of adults all 
have their origin in events which occurred in the first five years of their 
lives. The warmth and uncritical attitude of the analyst make it possible 
for the patient to evoke and tolerate these memories, many of which are 
very painful to him. 

The analyst through the transference relationship also fulfills another 
important function. The transference relationship makes it possible for the 
patient to assign to the analyst the role of individuals with whom the patient 
has had unsatisfactory relationships in his own life. For example, if his 
difficulties stem from his relationship with a rejecting mother, the analyst 
comes to represent a warm, loving mother to the patient and supplies him 
with a missing or a corrective emotional experience. If the patient is a 
man, a rejecting mother in the absence of any other mother figure would 
prevent his achieving a satisfactory relationship with any woman. When 
he has experienced a different kind of mother figure in the person of his 
analyst, he can progress toward achieving more satisfactory relationships 
with women. 

Because the analyst endeavors to remain a neutral figure and yet main- 
tains a sympathetic attitude, the patient is able to project a number of 
roles on the analyst. It is interesting to note that the age and sex of the 
analyst do not seem to have any particular bearing on this. A male analyst 
can represent a mother figure to the patient as well as the usual male roles 
of father, lover, husband, and son. The young analyst of an older patient 
can still represent a parent figure, or an older analyst can represent a child 
to a young patient. 

The limitations of psychoanalysis as therapy are greater than those of 
some other forms of psychotherapy. Generalizations should not be made 
regarding the suitability of an individual for psychoanalytic treatment. In 
each case the various factors, such as the patient’s age, intelligence, flexi- 
bility, the kind and severity of his problem, must be considered. Also, in 
addition to limitations related to time, expense, and the nature of the 
patient’s problem, there is a lack of available analysts. Most analysts are 
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located in large cities where teaching and research facilities are available. 
Even in these localities, there is not a sufficient number of analysts. 
Psychoanalysis has been most widely used in the treatment of neuroses. 
Alexander has also recommended its use in the treatment of certain types 
of personality disorders. Analysis has also been recommended for indi- 
viduals without a psychiatric diagnosis who are inhibited or not functioning 
as well as they seem capable of doing. It has become increasingly im- 
portant as a requirement in the professional training of anyone who wishes 
to engage in the care and treatment of psychiatric patients. This is par- 
ticularly true of psychiatrists and to an increasing degree of the nonmedical 
personnel associated with the psychiatrist in his work, such as psychiatric 
social workers, psychologists, occupational therapists, and nurses [8, 18]- 


Brief Psychotherapy 


Brief psychotherapy is the name often applied to a type of psychoanalytic 
therapy described by Alexander and French [2] that utilizes the principles 
and many of the techniques of orthodox psychoanalysis but is more flexible 
and of much shorter duration. The authors point out that this treatment is 
one which should be employed only by experienced analysts who have 
sufficient clinical experience and intuition to determine what modifications 
can be made without losing therapeutic effectiveness. In their book, 
“Psychoanalytic Therapy,” Alexander and French describe several cases if 
which the treatment consisted of a single interview. The longest treatment 
case in their series received only 65 interviews as compared with the usual 
psychoanalysis, in which the treatment period may extend over several 
years. 

The chief difference between brief psychotherapy and psychoanalysis lies 
in the fact that, whereas insight is sought as the goal in psychoanalysis, in 
brief psychotherapy dramatic therapeutic results have been found to be 
obtainable without giving the patient insight. Brief psychotherapy is often 
successful in cases for which psychoanalysis may not be indicated, for ex- 
ample, because the ego structure of the individual could not tolerate pro" 


longed analysis or because true insight would be too traumatic for him tO 


yartisran. eee Psychotherapy may also be indicated for ordinarily well- 
adjusted individuals who are faced 


i ] with particularly difficult life situations 
of relatively brief duration. The effectiveness of this method of treatment 
seems to rest upon the development of a strong transference to the therapist 
and active intervention by him in the therapeutic situation. These two char- 
acteristics seem to produce a more rapid shift in the psychological attitudes 
of the patient than the longer methods of psychoanalysis. 7 
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Hypnoanalysis 


Hypnoanalysis is a form of psychotherapy that combines parts of two 
previously mentioned therapies, hypnosis and psychoanalysis [34]. The 
principal proponents of hypnoanalysis in this country have been Robert 
Lindner [20], whose book “Rebel Without A Cause” is the case history of 
a criminal psychopath treated by hypnoanalysis, Merton Gill and Margaret 
Brenman [4], and Milton Erickson. Some of the claims for hypnoanalysis 
are: that it is able to break through psychological blocks and repressions 
more quickly than other techniques; that it can reach deeper levels of the 
unconscious; and that it can get the patient to recall memories which date 
back earlier in the individual’s life than those which can be uncovered by 
other methods. Some hypnoanalysts believe that the usual length of psychi- 
atric treatment is shortened by this method, though there is no agreement 
on this point. 

According to Lindner [20], hypnotherapy is divided into three stages. 
The first he calls the “training in hypnosis” period. In this stage the patient 
develops a strong and rapid transference to the therapist and learns to 
achieve the hypnotic state at the command of the therapist, to recall buried 
memories, and to carry out posthypnotic suggestions. The next stage starts 
out like a psychoanalysis. The patient lies on a couch and talks freely until 
a point is reached when he blocks and is unable to continue. At this point, 
the therapist hypnotizes the patient and then asks him to reveal the rẹ- 
pressed material. Following the catharsis, the therapist may allow the 
patient to remember the repressed material or he may impose a posthypnotic 
amnesia for the events of the trance until such time as the patient is able 
to accept the repressed material consciously. The final stage is one of re- 
education, During this stage, posthypnotic suggestions are used to help the 
patient reintegrate his personality and reorient himself to his environment. 
During this period also, the patient is weaned away from his dependence 
on the therapist and helped to achieve emotional independence. 


Narcoanalysis and Narcosynthesis 


alysis and narcosynthesis, is a form of therapy 
ative drug and certain techniques of psycho- 
apy had been used before World War II, 


it became an important psychotherapeutic tool during the war, Roy Grinker 
and John Spiegel [14] in their book “Men Under Stress” give excellent 
illustrations of how this technique was used during the war. The drug used 
is usually some form of barbiturate, preferably Pentothal or Sodium 
Amytal, given intravenously. The drug is injected slowly to the point where 


Narcoanalysis, or narcoan 
which combines the use of a sed 
analysis. Though this form of ther 
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the patient becomes drowsy and relaxed but still is able to respond to 
questions. In many ways this treatment resembles hypnoanalysis, except 
that a sedative drug is substituted for the hypnotic trance. It is possible to 
bring out highly traumatic material very quickly by this method. The inter- 
view is often terminated by giving the patient an additional amount of the 
drug sufficient to produce deep sleep and amnesia for the interview. In both 
narcoanalysis and hypnoanalysis it is often possible for a nurse or a 
stenographer to be present to take notes on the interview without disturb- 
ing the patient. 


Psychotherapy with Children 


Psychotherapy with children requires a different technique from that used 
with adults [3]. Most forms of adult psychotherapy are based on verbal 
expressions by the patient. That is, the patient talks out his problems with 
his therapist. Speech, however, is a highly complex process and one that 
was reached late in the course of human development. It is very difficult 
for most children to express their thoughts in speech. Therefore, some other 
method has to be utilized. Many observers of children have noted that 
children tend to express themselves in what they do rather than by what 
they say. In other words, behavior is the more usual mode of expression 
for children. Instead of talking about their difficulties children often try 
to solve their problems in play. From these observations play therapy was 
evolved. Play therapy is a method of helping children to deal with their 
problems through the medium of play activity. 

Play Therapy. Psychotherapy with children is usually done in a playroom 
or in the psychiatrist’s office, which is liberally furnished with toys and 
playthings. Sandboxes, a sink with running water, doll houses, clay, paints, 
crayons, blocks, toy vehicles, and dolls are among the more common 
articles that are standard equipment in play therapy. Dolls are particularly 
important because the child can substitute them for the significant people 
in his life and use them to express the problems that are troubling him. 
Therefore, the child psychiatrist has available a variety of dolls which can 
be used to represent various members of his family, father, mother, sister, 
brother, and baby. The dolls should be as adaptable and sturdy as possible, 
so that they can be disjointed or dismembered, withstand water, be dressed 
and undressed, and be capable of representing as many human functions 
as possible, such as sleeping, walking, talking, and, in a baby doll, crying 
and wetting. 

The child reveals conflicts to his therapist in his use of the play equip- 
ment to reenact problems that have been troubling him. He may dismember 
the baby doll, who represents his own offending sibling. He punishes the 
parent doll, who symbolizes his own rejecting parent. He both releases his 
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pent-up emotions and attempts to solve his problems by trying out different 
solutions in play. He often repeats the same play activity again and again 
until he considers that he has mastered the situation and again feels 
psychologically comfortable. He also transfers many of his hostile feelings 
for his parents to the therapist, who tries to supply him with a more satis- 
factory parental figure [21]. 

Child Analysis. Child analysis stems from psychoanalysis, and two of its 
outstanding leaders are Melanie Klein [16] and Freud’s own daughter, Anna 
Freud [6]. The theories of child analysis are essentially those of psycho- 
analysis, though new techniques had to be devised because children do not 
express themselves verbally as readily as adults do and because their 
psychological development is both less complex and more fluid than that 
of adults. Child analysts get special training and experience in this field 
before they engage in work with children. The psychoanalytic study of 
children has led to some important concepts in regard to understanding the 
behavior of all children. These concepts are now being applied in the prac- 
tice of pediatrics, in nursing schools and other educational fields, as well as 
in child-guidance centers, children’s psychiatric centers, and psychiatric 


practice. 


Interview Situations 


Another important psychotherapeutic technique is the interview. The 
interview situation involves only two people, the patient and the inter- 
viewer. Many types of interviews are used in psychiatric practice. These 
vary in degrees of psychological depth from analytic sessions to the inter- 
views a nurse, social worker, or other therapist holds with a patient or with 
his relatives. 

Nondirective Inter 
by Carl Rogers [30], stres 
This type of interview is use 
gists, social workers, teachers, 
or client is encouraged to express 


rview. The nondirective type of interview, as developed 
ses the permissive attitude of the interviewer. 
d principally by counselors, clinical psycholo- 
and other nonmedical personnel. The patient 
himself freely with the interviewer who 
maintains as neutral an attitude as possible. He refrains from giving advice 
or making suggestions, interpretations, or any comments that reflect his 
own feelings. His role is merely to clarify or restate the ideas that the 
patient is trying to express. The theory of this type of interview is that by 
permitting the patient to express himself unhampered, he will eventually 
arrive at his own solution to his problem. This method of interviewing has 
been used most frequently outside psychiatric institutions, but some use of 
it has been made with psychotic patients in psychiatric hospitals and clinics. 

Psychiatric Interview. The procedure most commonly used in psychiatry 
is called the psychiatric interview. The patient usually comes to the psy- 
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chiatrist with a disabling symptom or a distressing problem. The aim of 
psychotherapy in such cases is to relieve the patient and help him become 
better adjusted in his life situation. The psychiatrist endeavors to deal as 
directly as possible with the underlying conflict that causes the symptom. 
This method does not usually, however, attempt a major reorientation of 
the total personality as does the far more prolonged psychoanalysis. The 
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sonalities and psychiatric training of psychiatrists [35]. Some psychiatrists 
are still exponents of the role of the psychiatrist as a wise, strong father 
figure who gives the patient counsel and advice. Others stress the loving, 
permissive aspect of the psychiatrist’s role. Most psychiatrists utilize some 
of the techniques used in psychoanalysis, such as interpretation, and ac- 
knowledge the importance of dreams as indicators of what is happening on 
the unconscious levels of the personality. 

Whatever the particular philosophy of the psychiatrist or the techniques 
he uses in the interview, the therapeutic effect seems to be accomplished 
through the close relationship of trust and confidence that develops between 
the patient and the psychiatrist. Comfortable and secure in this relation- 
ship, the patient is able to discuss his hidden conflicts, bring them out into 
the open, and discuss them with the psychiatrist. Together they can work 
out a better solution than the patient was able to find by himself. As the 
result of the solution of his conflicts, the patient is often able to give up 
his symptoms, which represent a pathological method of achieving a solu- 
tion. 

The nurse should be aware of some of the common misconceptions of 
what takes place during a psychiatric interview. One such misconception 
is that the psychiatrist talks to the patient and tells him what is wrong with 
him and how to correct this faulty psychological condition. Since most of 
the patient’s conflicts have their roots deep in the unconscious, he would 
not acknowledge or accept the psychiatrist's explanation if it were given 
in this clumsy fashion. Actually, the psychiatrist is the listener; it is the 
patient who does most of the talking. Encouraged by the sympathetic at- 
titude of the psychiatrist, the patient recalls forgotten and often painful 
memories of his past. These hidden memories often give the clue to the 
underlying problem to the psychiatrist and to the patient. When the 
patient finally discovers and recognizes the underlying conflict himself, he 
is then able to tolerate a discussion of it with the psychiatrist and to accept 
a different evaluation of the problem and a new solution for it. 

Another misconception is that, if the interview is therapeutic for the 
patient, he should feel better after a session with the psychiatrist. This is 
based on an analogy with other branches of medicine. That is, a person 
feels bad and goes to a doctor; the doctor does something, and then the 
patient feels better. Therefore a nurse often feels puzzled when a patient 
returns from a psychiatric interview angry, weeping, tense, or depressed, 
especially if she has seen him go to the interview in a cheerful frame of 
mind. However, if she recalls that during an interview the discussion of 
painful or unpleasant unconscious memories may release many emotions 
which the patient is not yet able to handle, she will understand that, though 
he may appear to be worse, he may have made an important step forward 


on the road to recovery. 
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PSYCHOTHERAPISTS 


Who should use the techniques of psychotherapy? This question is one 
which is stirring up a great deal of controversy in psychiatric circles at the 
present time. In the preceding discussion on kinds of psychotherapy, the 
therapist referred to was a physician, or, more specifically, a psychiatrist. 
There are many persons who believe that only a psychiatrically trained 
physician is qualified to do psychotherapy. This opinion is most prevalent 
in the United States, although Freud [7] himself had serious doubts that 
a medical background was necessary or even desirable for psychoanalytic 
psychotherapy. Many of Freud’s most brilliant students did not have a 
medical education, including such notable analysts as Hanns Sachs, Otto 
Rank, Theodor Reik, and Anna Freud. In Europe, nonmedical psycho- 
therapists of the Freudian, Jungian, and other schools of psychotherapy 
are accorded reputable standing as therapists. 

The opinion held in the United States, especially by members of the 
medical profession, is that a mentally ill person is primarily a sick person 
who requires a physician to evaluate and treat both the psychological and 
the possible physical aspects of his illness. There can be no question that 
physicians, and hence, psychiatrists, are legally responsible for the treat- 
ment of individuals suffering from mental disorders as well as those who 
are physically ill. However, a difference of Opinion arises about whether or 
not the psychiatrist should be the only practitioner of psychotherapy and 
whether members of other professions should be trained in some of the 


techniques of psychotherapy to utilize them in furthering the recovery 
of mental patients [35]. 


The Physician as Psychotherapist 


The physician is responsible for the treatment of the patient, but if he 
wishes to use psychotherapeutic techniqu 
This training may vary in depth and th 
limited amount given in medical school 
of an accredited psychiatrist or psychoan 
amount of training or degree of skill o 
physician makes him the most import 
patient. This is not due solely to his 
also to the strong psychological bond 
physician, the doctor-patient relationship. This relationship is based on the 
patient’s confidence in his doctor, who knows and understands the various 
aspects of his illness better than anyone else. The problem which often 
arises is whether the physician is sufficiently confident in the strength of 
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this relationship to utilize the assistance of other therapists in the total 
treatment plan or whether he feels that he must be the only individual who 
works with the patient psychotherapeutically. 


The Psychologist as Psychotherapist 


The strongest challenge to the monopoly of psychotherapy by the medical 
profession has come from the psychologist. The psychologist generally 
holds a doctoral degree in psychology to compare with the physician’s 
doctorate in medicine. Often the psychologist’s academic background in- 
cludes more of the behavioral sciences on which psychotherapy is based 
than is offered in most medical curriculums. Frequently he has also had a 
personal analysis and didactic training in psychotherapy. He may also have 
had some counseling experience or supervised work with mental patients. 
There can be little doubt that a well-trained clinical psychologist is pre- 
pared to use psychotherapeutic techniques with a variety of psychological 
problems, such as are encountered in marriage clinics, employment situa- 
tions, problems of students, parents, teen-agers, prisoners, and so forth, 

The consensus in medical circles is that the treatment of emotional prob- 
lems sufficiently severe to be diagnosed as a mental disorder should be the 
responsibility of a psychiatrist. This does not rule out the possibility of the 
Psychiatrist’s delegating the actual psychotherapy to a psychologist. The 
psychiatrist still maintains medical responsibility for the patient and general 
Supervision of his treatment. This plan is followed in many large mental 
hospitals where there are qualified psychologists on the staff and a dearth 


of psychiatrists. 


The Social Worker as Therapist 


Social work is another discipline which is placing increased importance 
On psychotherapeutic techniques in its practice. Often these techniques are 
included in what is called social case work. Social workers also have been 
accused by some factions of the medical profession of trying to usurp the 
role of the psychiatrist by using psychotherapeutic techniques. However, 
since social workers more commonly work with relatives of patients rather 
than the patients themselves, their work does not ordinarily impinge upon 
the doctor-patient relationship. Many psychiatrists are beginning to recog- 
nize the value of the social worker in collaborative therapy with relatives 
and are learning to utilize them in this capacity. When the social worker 
engages in psychotherapy with clients who could be considered mentally 
ill, she encounters the same problems and same difñculties as a psychologist 
in a similar situation. Such psychotherapy should probably be supervised 
bya psychiatrist. 
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The Nurse as Psychotherapist 


The nurse is in contact with the mentally ill patient for longer periods of 
time than any other professional person, yet the idea that she could or 
should use psychotherapeutic techniques in working with patients still 
shocks many individuals. This possibly may be due to a lack of awareness 
of the newer trends in nursing education [15]. Nurses now not only receive 
instruction in such behavioral sciences as psychology, sociology, and often 
cultural anthropology, but they are also taught principles of psychodynamics 
and interpersonal relationships. A review of recent literature in psychiatric 
nursing, including such writers as Peplau [26, 27], Shockley [32], Tudor 
[33], Gregg [13], Robinson [23, 28, 29], Morimoto [24, 25], and Fernan- 
dez [5], attests to the fact that nurses are developing a variety of psycho- 
therapeutic techniques suitable to nursing. 

One of the difficulties which confronts the nurse is that every hospital- 
ized patient is cared for both by a psychiatrist and by nursing personnel, and 
when a nurse, using recognized Psychotherapeutic techniques, begins to 
work with a patient, the question of whether she is trying to take over the 
psychiatrist’s role immediately arises [31]. She is not, of course. The nurse 
never works independently of the Psychiatrist but works with him. She is 
able to operate in areas of the patient's life which are inaccessible to the 
psychiatrist. He generally interviews the patient in his office. In this formally 
Structured situation, patient and Psychiatrist together explore the sources 
of the patient’s conflicts, often dealing with emotionally charged uncon- 
scious material. The nurse, on the other hand, is a participant in the 
patient’s life in the hospital. As such she has a unique opportunity to help 
the patient become aware of his behavior at the moment of interaction 
with other patients and the staff, She can also help him to learn more 
effective ways of satisfying his psychological needs and of relating to other 
people. In order to do this, she needs to use some of the techniques of 
psychotherapy. The particular technique that she uses will depend on her 
theoretical background and supervised clinical experience [19]. 

Interviewing, or purposeful conversations with patients, is one of the 
techniques which can be very useful in psychiatric nursing. Maurice Green- 
hill u 1] believes that interviewing is not the special prerogative of any one 
discipline. Each discipline develops its own objectives in practicing this 
technique. He thinks that the objectives in nursing are not in conflict with 
other disciplines but apply to nursing care alone, and that they do not 
attempt to make far-reaching changes in the patient's personality. Nor is 
he overly concerned that the nurse will go too deep in her therapeutic 
endeavors, because the Strong inner resistance of most patients prevents 
them from divulging highly charged material. As Levine [19] has pointed 
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out in his article, “Principles of Psychiatric Treatment,” the training and 
skill of the therapist involved should be the criteria of whether or not a 
given psychotherapeutic technique should be used rather than his member- 
ship in a particular profession. 


19, 


20. 


21. 
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15 Nurse-Patient Relationship 
Therapy 


The technique for nurse-patient relationship which is described in the 
following pages has been developed by the writer over a five-year period 
of working with graduate and undergraduate student nurses. These nurses 
utilized this method in giving psychiatric nursing care to patients with a 
Variety of psychiatric disorders in a teaching and research psychiatric 
hospital. 

This method has certain advantages over the usual kind of general ward 
Care prevalent in most psychiatric hospitals. In such situations the nurse 
generally gives her attention to the patient who seems to need it most at 
the moment, Quiet, withdrawn patients are easily overlooked. The nurse 
must handle the problem of the moment without knowing the patient well 
or knowing the antecedents of the problem, nor does she have time to follow 
through on the results of her interaction with the patient. These haphazard 
Contacts with patients might be called “shot-gun nursing.” The nurse is 
always engaged in emergency stop-gap activities. Nurse-patient relation- 
ship therapy, on the other hand, provides a technique for consistent, in- 
formal, and meaningful nursing care of patients. 

Relationship therapy has long been an accepted procedure in psycho- 
therapy. This method has been used extensively by psychiatrists, and also 
by Psychologists and social workers, but it had not been considered a 
Method which might be used by nurses. Psychiatric nursing is indebted to 
Gwen Tudor Will [6] for first utilizing relationship therapy as a technique 
for nurses to use with psychiatric patients. She described this technique in 
her article, “A Sociopsychiatric Nursing Approach to Intervention in a 
Problem of Mutual Withdrawal on a Mental Hospital Ward.” Since this 
Paper was published in 1952 several other papers have appeared in the 
literature which describe the use of this technique in nursing. Perhaps the 
best known of these was written by Alice M. Robinson [2, 3, 4] and her 


Coworkers at the Boston Psychopathic Hospital and Boston State Hospital. 
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Definition of Relationship Therapy 


Maurice Levine defines relationship therapy as: 1 


.+.a fairly prolonged period of contact of patient and therapist in which the 
therapist can maintain, without much conscious effort, a good therapeutic at- 
titude.... In such a growing relationship certain therapeutic experiences occur 
which may be listed as follows: (a) the experience of being accepted as of 
value, or potentially so, and of not being condemned or rejected because of 
defensive distortions; (b) the growth of an identification with some of the more 
Successful techniques and adjustments of the therapist as they may fit the in- 
dividual needs of the patient; and (c) spontaneous corrective emotional ex- 


periences, based on the fact that the therapist does not respond in the manner 
expected by the patient. 


Nurse-patient relationship therapy follows essentially the same principles 
as formulated by Levine. Specifically, it refers to the assignment of a par- 
ticular nurse to a patient with the Opportunity to work together for a pro- 
longed period of time. Other terms which have been used to describe this 
same kind of nursing care are nursing psychotherapy, special nursing, 
individual, face-to-face, or one-to-one nursing therapy. 


TECHNIQUE FOR NURSE-PATIENT RELATIONSHIP THERAPY 
Preparation of Staff 


s the psychiatrist in charge of the 
Patients on that ward, the head nurse, 


t rses and attendants, and any other 
personnel who are involved in the care of the patients. This discussion is 


important to forestall any apprehensions or misunderstandings about what 
the nurse will be doing with her special patient. Stanton and Schwartz [5] 
in “The Mental Hospital” have pointed out the difficulties that can arise 


when other ward personnel are not included in the planning of nursing care 
centered on a particular patient. 


A thorough airing of negative feelings can prevent such misapprehensions 
as the following: that the nurse will 


: : Spend all her time on duty with one 
patient; that she will neglect other patients and her share of the ward re- 
sponsibilities; that the patient will be Spoiled by having too much attention 
given to him; that no other member of the staff will have any responsibility 


nciples of Psychiatric Treatment, 
amic Psychiatry,” University of Chi 


"Maurice Levine, Pri 
Helen Ross (eds.), “Dyn 
pp. 307-366. 


in Franz Alexander and 
cago Press, Chicago, 1952, 
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for the patient; that the rest of the staff will not know what is going on be- 
tween the nurse and the patient; and, finally, that the nurse will get too 
emotionally involved personally or exceed her therapeutic abilities with the 
patient. In practice, when this type of nursing care is carried out conscien- 
tiously, patient care is controlled and supervised much more rigorously and 
the nurse is much more aware of what she is doing than in a situation in 
which everyone is supposedly caring for the patient but actually no one is 
responsible. 

Preliminary discussion of the treatment also tends to create a suitable 
Psychological climate within which this type of therapy can become as 
effective as possible. A nurse-patient relationship cannot flourish in social 
isolation. The nurse must depend on other members of the nursing staff 
to care for her patient when she is not on duty. She counts on them not 
only to give her patient necessary care but also to give him emotional 
support and maintain an interest in him. Even when the nurse is on duty, 
the patient should not be limited only to contacts with her. He needs to 
learn to know and to interact with other personnel as well. When other 
staff members realize that this type of nursing care will not separate them 
from the patient but rather give them more information about him, they 
Senerally support it actively. The process of gaining the cooperation of the 
Staff can be done by seeing members individually or by presenting it to 
groups such as the ward conference or the head nurse’s conference. 


Supervision 


The critical element in the success or failure of this type of nursing treat- 
ment is that of supervision. Supervision provides the framework which 
Safeguards the patient from any adverse therapeutic effects. It also provides 
the nurse with the resource of persons to assist her and give her emotional 
Support. In this supervisory pattern the nurse receives assistance from 
three people, though in certain situations it might be possible to combine 
‘Wo of these roles. The three supervisors are the patient's psychiatrist, the 
head nurse, and the nurse’s personal supervisor. In this connection, it should 

© noted that the supervisor does not function as a nursing administrator; 
er relationship to the nurse more nearly approaches that of the social case 
Work supervisor. A nurse with wide experience in psychiatric nursing and 
Well grounded in the dynamics of interpersonal relationships would probably 
Make the most helpful supervisor, but if such a nurse were not available, 
then a psychiatrist, social worker, psychologist, or other professional person 
With the necessary theory and experience in interpersonal relationships 
could be utilized. For a student nurse, the logical supervisor would be her 
Nursing instructor. 
Role of Psychiatrist. In this triangular supervisory pattern, the nurse 
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confers with the psychiatrist to get an understanding of the patient, his 
problems, and the general plan of therapy. She also discusses with him 
how he thinks she might fit into the treatment plan and how she might 
contribute to the patient's recovery. He will give guidance and direction 
to her goals for therapy. She is responsible for reporting to him her progress 
with the patient. Throughout the entire period that she works with the 
patient she is always under the Supervision of the psychiatrist. He may also 
be very helpful in interpreting aspects of the patient’s behavior which are 
difficult for her to understand. He is often able to give her Support and help 
her with difficult situations which she may encounter in the course of her 


termine what aspects of her nursing plans for the 
al and what aspects are not. 
an which the nurse could not ac- 


d, she sees to it that 
; xclusively in this one aspect of 
ates in some general ward activity and has some con- 


the patient’s Progress toward re 


the patient, but also of how she res 


She is reminded constantly that this relationship is a two-way process 


y discussing her patient-contacts 


anxiety and makes jt Possible for her to 


also derives emotional Support from supervision in the form of direct and 


Owledge that she has someone who 
culties, 


Work through emotional reactions 
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which the patient’s behavior arouses in her. This makes it possible for her 
to continue to work with patients who may be very irritating, frustrating, or 
Otherwise difficult. The nurse’s conferences with her supervisor enable her 
to develop deeper insights into her patient’s behavior. She also benefits from 
the more extensive experience of the supervisor. This gives her a greater 
Tange of leads to explore in working with her patient. The supervisor may 
also point out opportunities which the nurse has overlooked. In this way 
the nurse broadens the scope of her clinical knowledge and develops greater 
Nursing skills, 

The author believes that it is important for the supervisor to restrict all 
Contacts to the nurse herself and not to enter the actual clinical situation. 
In this way, the three aspects of the total supervision of the nurse-patient 
Telationship are kept clear and distinct: the psychiatrist supervises the total 
Plan of the patient’s therapy and the nurse’s particular part in that plan; 
the head nurse gives the over-all supervision of the actual nursing care as 
It is Carried out in the clinical setting; and the supervisor helps the nurse 
to plan, examine, facilitate, implement, and evaluate her work with the 
Patient and to deal with the emotional reactions which may develop in the 
Course of her work. A thorough discussion with the entire ward staff of 
Nurse-patient therapy—what it is, how it is carried out, and how it is 
Supervised usually results in bringing into the open doubts and questions 
about it, When the group has expressed a willingness to support this type 
of nursing care, them, and only then, should it be initiated. 


Patients Suitable for Nurse-Patient Relationship 


ain patients seem to need and be able 
lationship therapy than others. This is 
t who is confused, hallucinated, 
ime. It is probably very difficult 


to oe Acute Psychotic Patient. Cert 
No “nefit more from nurse-patient relatio 
Ably true of the acutely psychotic patien 


a 
Nd out of contact with reality much of the time. robal 
Or such a patient in his brief periods of lucidity, with his short span of 


‘tention, to gain any feeling of security from the many strange faces 


“Warming about in his environment. Undoubtedly, he feels lost and be- 
Wildered in his brief sorties from his dream world into the world of reality. 


7 © is in much the same state as the very young child who is bewildered by 
he Noises, sights, and confusing activity around him. Just as the infant 
carns to perceive his environment and relate himself to objects through 
is relationship with his mother, so the very regressed psychotic patient 
may Telearn now to relate himself to his environment by means of a con- 
uing relationship with one significant person in his hospital environment, 
'S Special nurse, As the result of her repeated attempts to establish com- 
“nication with him, he gradually becomes able to focus his attention on 
®t. He learns to iuas her voice, her face, and looks forward to her com- 
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pany. He begins to feel comfortable and secure when he is with her. This 
can happen only when one individual gives the time, patience, and un- 
swerving effort necessary to accomplish it. . i 

The Anxious Patient. The frightened patient also needs a nurse of his 
own to give him support in periods of heightened anxiety. Such a patient 
requires much more attention than the regular staff nurses are able to give 
and frequently needs help just at the time that all the nurses are busy with 
ward activities. If ignored, or if he does not feel free to ask for help, his 
anxiety may build up to panic proportions. If such a patient is assigned 
to a particular nurse, her presence has a calming effect and helps him to 
control his mounting anxiety. His relationship with her may also give the 


needed support to enable him to examine his fears in his therapy sessions 
with the psychiatrist. 


The Withdrawn Patient. Among any 
is always the quiet, unobtrusive patient 
with the staff. He gets very little attent 
erally makes very little progress towar: 
a patient and try to effect any change in his behavior, a special nurse 
should be assigned to him. Even when this is done, his nurse may have a 
difficult time establishing a relationship with him, because such patients 
usually have never been able to make any satisfactory or lasting relation- 
ships with anyone. In order for such a patient to acquire the courage to 
attempt to relate to someone after many past failures, he needs a very 
understanding and skillful nurse. If he can learn to relate successfully to 


just one human being, it may be Possible for him to become a functioning 
member of society again. 


Patients with Character Disorders. Anot 
benefit greatly by having a 
who has not made an 


group of psychiatric patients there 
who successfully eludes all contacts 
ion from the nursing staff and gen- 
d recovery. In order to reach such 


her type of patient who may 
particular nurse assigned to him is the patient 
i adequate identification with parental figures. One 
sees this lack of identification particularly in children and adolescents who 


have difficulty in accepting their masculine or feminine sex role. It is also 
prominent in patients who h 


relate to either parent, the 
laboration with each other 
family constell 

Often, howe 


nurse and the psychiatrist, working in close col- 
ay constitute a secondary 
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patients, a long-term relationship with a particular nurse offers the oppor- 
tunity for a prolonged corrective experience. During the course of the 
relationship the patient can discover new ways of relating to people and 
test out these ways. These examples serve to indicate some types of patients 
who well might benefit from this kind of nursing care. Doubtless, as this 
method is tried out in various clinical settings, other applications will be 
found. 


Assignment of Nurse to Patient 


The head nurse generally selects the patient who she feels could benefit 
from the more intensive care possible in nurse-patient relationship therapy. 
She also consults with the patient’s psychiatrist to make sure that he wishes 
the additional nursing care for his patient and that he is willing to confer 
Periodically with the special nurse. Often the psychiatrist himself may re- 
quest this type of nursing care for one of his patients. In either case, it is 
the head nurse’s responsibility then to select a suitable nurse from her staff 
to work with the patient. Sometimes a patient spontaneously responds to 
a certain nurse. The head nurse and the psychiatrist may decide to utilize 
his interest for therapeutic purposes by assigning this nurse to the patient. 
Sometimes a nurse will become interested in a particular patient or be 
challenged by the problems in nursing care which he presents. She may 
ask to be assigned to this patient. 

The selection of a particular nurse to work with a given patient usu- 
ally depends on whether or not she has sufficient skill and experience to 
deal with the difficulties which she may encounter. The nurse’s personality 
'S also an important consideration. If the nurse has personal problems 
Similar in nature to those of the patient, she may have considerable dif- 
ficulty in helping him. The nurse may have personality traits which would 
be detrimental in working with some patients and advantageous with others. 
For example, an outgoing, somewhat aggressive nurse might be just what 
One patient would need to spur him on to recovery but might frighten 
another patient into complete withdrawal. 

It is usually easier for a nurse to work with a patient for whom she has 
Some positive feelings, but this is not necessarily true. There are some 
Patients who are ignored or even disliked by everyone on the staff. How- 
€ver, after a nurse has accepted an assignment to work with such a patient, 
she usually becomes very interested in him and frequently comes to like 
him. Most nurses find that they tend to work more easily and more success- 
fully with certain types of patients. These preferences should be taken into 
consideration in assigning nurses to patients. More experienced nurses are 
Senerally able to work with a greater variety of personality types and of 
Psychiatric disorders than less experienced nurses. 
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If a nurse takes a strong dislike to a patient or a patient to a nurse, they 
should not be expected to continue working together. Many times, how- 
ever, when the nurse begins to avoid her patient or to feel discouraged, 
this is a temporary condition which can be worked through in her eg 
visory conferences. But the fact that the nurse knows that she is not ob- 
ligated to continue working with the patient often gives her the courage 
and determination to go on. The periods of discouragement that the 
nurse is likely to experience illustrate the necessity for supervisory con- 
ferences. These are so important that they cannot be left to chance. The 
nurse needs a regularly scheduled time for her conferences with her super- 
visor. There should be at least one hourly period a week, with the possibil- 
ity of extra conferences for an emergency situation or during periods when 
the patient is experiencing a difficult phase in therapy. 


THE RELATIONSHIP 
Phase I. Establishing Rapport 


The nurse-patient relationship may be initiated by the head nurse who 
introduces the nurse to the patient with a comment such as “Mr. Brown, 
this is Miss Smith who has been assigned to you as your special nurse. 
Perhaps you would like to chat together a few minutes; so I will leave you. 


This simple and casual introductio 
relationship st. 


official recogn 


n has the advantage of getting the 
arted at once and at the same time gives it the head nurse's 
ition as a professional rather than a social relationship. How- 
ever, some head nurses find the introduction difficult to make and prefer to 
let the nurse tell the patient herself. Often the nurse finds that it takes her 
a long time, sometimes several weeks, before she feels comfortable enough 
to tell the patient that she is his special nurse. In the meanwhile the patient 
may be puzzled and curious to discover why the nurse is paying so much 
attention to him. 


The idea of singling out a patient for individual attention presents an 
emotional block to man 


' psychiatric nurses, although this practice is com- 
mon in general nursing. As Morimoto [2a] pointed out in her study, this 
reluctance of nurses to give special attention to individual patients seems 
related to the nurse’s own conflicts around sibling rivalry. The old child- 
hood belief that every child in the family should receive an equal amount 
of love and attention may still unconsciously influence the nurse, so that 
she is afraid of being accused of favoritism. Yet intellectually she can ac 
cept the fact that certain patients are sicker than others and need more 
nursing care. Another reason why it is difficult for a nurse to undertake 
such a relationship for the first time is her inability to appreciate herself, 
her personality, as a therapeutic agent to the patient. She does not realize 
her importance to the patient until she has completed her first assignment, 
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and only when she has evidence from the patient’s own lips and from his 


_ does she believe that the relationship has had a deep meaning for 
im. 


Lp 


Ya 


8 


Fic. 8. The role of the nurse in nurse-patient rela- 
tionship therapy. 4. Nurse fills unmet emotional needs 
of the patient, ¢.g., warmth, acceptance, and security. 
B. Nurse provides corrective experiences leading to 
more realistic evaluation of environment, greater 
flexibility of behavior, and stronger ego control. 


Pete first phase of the relationship is primarily one of nurse and patient 
ao to know one another and of establishing a comfortable rapport with 
i i The nurse is expected to speak to her patient by name as soon 
fia e arrives on duty. When she leaves at the end of the day she bids 

goodnight and tells him when she will again be on duty. If she is to be 
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off for several days, for example, on a weekend, holidays, or a es 
she prepares the patient by explaining why she will be away, for how ao 
and when he can expect her back. If the nurse is unexpectedly absent -i 
cause of illness or other emergencies, the head nurse or another member o 
the nursing staff should tell the patient why she is not there. When the 
nurse returns, she herself should also mention her absence so that the 
patient can express to her any emotional reactions or misconceptions he 
had in relation to her absence. , 

The purpose of always letting the patient know when his nurse is on 
duty is not only to help make him aware of her interest in him but also 
to give him a feeling of continuous emotional support. If he is upset about 
something when she is not available, he is often able to wait to express his 
feelings to her if he knows when she will be back on duty. If, however, 
the patient is very disturbed and unable to tolerate her absence even for a 
short time, the nurse may arrange to have another nurse substitute for her. 
It is reassuring for the patient to know that he has a designated nurse to 
whom he can go for help in his own nurse’s absence. 

The Contract. Sometime during the earl 
nurse should discuss with the patient 
tionship, including what her role is t 
be. In other words, the nurse and th 
each other. Freud called this 
lieved that this was a necessa: 
peutic procedure. First of all, the 
sional relationship and not a soc 
into this relationship for the pur 
ways of relating to the people ar 
acceptance of the patient 
attitude toward him, and the desire to help the patient achieve the adjust- 


ment that best meets his particular needs, Levine [1] says, “The therapist's 


basic role in a relationship therapy is not that of a supporting crutch but 
rather that of a firm, helpful friend, who wants to help and be sustaining 
but expects the patient to be as self-reliant and independent as he can be. 


The patient’s role is a willingness to work with the nurse and a readiness 
to try out new patterns of behavior. 


Patient Contacts 


i possible therapeutic value of this contact for the 
patient. Contacts may b 


© very brief, a few minutes in duration, or prO- 
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longed, for example, as long as an hour. Except in some unusual situation 
it is generally not advisable for a contact to be longer than an hour. Con- 
tacts may be casual and spontaneous, or they may be planned or scheduled. 
A group activity in which both nurse and patient happen to be participants 
without particular reference to the patient’s special needs is not regarded as 
a contact, for example, if both happen to be engaged in a recreational 
activity which is primarily social or diversional in nature rather than thera- 
peutic. 

In the early stages of the relationship, or with a very shy or defensive 
patient, it is often desirable to make several brief contacts a day rather 
than one prolonged contact. Brief contacts may be less threatening to such 
a patient. Some patients and some nurses find verbal communication diffi- 
cult at first. For these individuals a concurrent activity of some kind lessens 
the feeling of discomfort. They may find it helpful to talk while making a 
bed, doing ward chores, going on errands, or engaging in some craft activ- 
ity. Later, when the relationship is on an easier and more comfortable 
basis, longer contacts may be planned, such as taking the patient out for 
a short walk or to the canteen for a cup of coffee, or simply talking with 
him alone in a corner of the dayroom or in his room. 


Recording 


Notes are important not only as a record of the patient’s treatment; they 
are also one of the best methods of enabling the nurse to review her work 
and gain new insights. The nurse should write up notes on her contacts with 
the patient daily. These notes should include what the nurse said, did, and 
felt, as well as her observations of the patient. A simple way of recording 
this two-way interaction is to divide each page with a vertical line down 
the center. A stenographer’s notebook which comes ruled in this manner 
IS excellent for this purpose. On the left-hand side of the page the nurse 
May record what she said and did, and on the right-hand side, the patient's 
behavior, This obviates the repetitious “I said,” “The patient said,” and also 
gives a good written representation of the play and counterplay of the 
Interaction by the spacing of the comments in each column. ; 

In recording a contact, the nurse should describe or at least indicate the 
Setting in which she found the patient, how she approached him, her im- 
Pression of his mood, the initial remark or greeting and the response to it, 
What transpired during the contact, and how the con-act was terminated. 
She should also record her reactions to the patient's behavior. It is espe- 
cially important for her to record any feelings of which she was aware, or 
any interpretations of his behavior which occurred to her at the time. Often 
after she has written her notes, additional interpretations will occur to her. 
These should be added to the notes. The nurse should bring her notes to 
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her conference with her supervisor. The notes may be used to refresh her 
memory in discussing her work, or she may wish the supervisor to read the 
notes and comment on them. The latter procedure is especially helpful if 
the nurse is unaccustomed to this method of recording. It is usually very 
difficult for a nurse to learn to describe her own feelings and actions, and 


even more difficult for her to recognize to what extent they influence the 
patient’s behavior. 


Reporting 


The nurse also is responsible for giving the patient's psychiatrist a report 
of what progress she is making with the 
judgment as to whether she wi 


ake of asking advice from the psychiatrist on how R 
& problems. She is often disappointed when he is 


ally, these are problems which she 
Supervisor or with the head nurse. 


ations with the patient in detail with 


is necessary and appropriate, sep 
as reporting trends or changes in the patient’s behavior, indications © 
improvement or the reverse, and Signific 


Phase II. Utilization of the Relationship 
The second phase of 


relationship thera 
the nurse have achieved 


py begins when the patient and 
a comfort 


able working relationship. This may take 
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weeks or even months with very withdrawn patients. On the other hand, 
with communicative and extroverted patients, it may be achieved in a rela- 
tively brief period of time. Once a relationship has been developed, it 
should be utilized to move the patient along the road to recovery. By the 
time the relationship has been established the nurse should have a working 
knowledge of the major events of the patient’s past life, especially signifi- 
cant details of his early life and family relationships. She should know the 
clinical diagnosis and also have some understanding of the dynamics of the 
patient’s illness. She should also be aware of the reasons for his hospitaliza- 
tion and have some idea of the benefits expected from hospitalization and 
the general plan of therapy. In other words, she should have some concept 
of the value of hospitalization in the total treatment of this particular 
patient. 

Identification of Patient’s Problems. In addition to this general back- 
ground information, the nurse should have identified the patient’s central 
or basic problem and some of the other problems which contribute to or 
complicate his central problem. Each patient has his own “neurotic pat- 
tern” or stereotyped behavior which is characteristic of his way of handling 
Stressful situations, If the nurse can recognize this characteristic pattern, 
She can help the patient use other healthier ways of meeting his problems. 
Once a patient can be taught to respond in a new, different, and more 
appropriate way to old situations, he has made an important step toward 
recovery. 


Common Behavior Patterns 


Although the nurse will have to discover for herself the neurotic patterns 
her particular patient is utilizing, it may be helpful to discuss some of the 
more commonly encountered stereotyped patterns. 

The Patient Who Cannot Tolerate Any Expression of Hostility. This 
patient is often quiet, pleasant, and overly polite. He apologizes profusely 
for the slightest act which might be construed as rude. He is afraid that if 
he expresses any hostility, his anger will become uncontrollable. Any ex- 
pression of anger becomes an all-or-nothing proposition with no intermedi- 
ary degrees of expression possible. Therefore he must suppress all hostile 
feelings. The problem of the nurse is to help him find acceptable ways to 
express some of his hostile feelings and at the same time to reassure him 
that she will help him to control his feelings so that they will not go out of 
bounds. She gives him sufficient support so that he can allow himself a 
little wider latitude of expression, and yet she does not frighten him by en- 
Couraging a greater expression of hostile feelings than he can tolerate. 

, The Patient Who Provokes Others into Rejecting Him. This very famil- 
iar pattern of behavior is frequently used by patients who have experienced 
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severe rejection in their early family relationships. They have become so 
accustomed to rejection that they expect this response from everyone. 
Unconsciously, they behave in such a way that they provoke others into 
rejecting them. The nurse is often surprised to find herself also falling into 
this same pattern of rejection. Often it takes her some time to become aware 
of the patient’s provocative behavior and to guard against responding with 
rejection as he expects her to do. Only when she is successful in showing 
him other ways of relating to people will he be able eventually to give up 
this pattern. Generally, he needs to test her out many times before he can 


believe that she will not react in the customary way of other people in his 
past life. 


The Patient Who Cannot Ass 
who in the past has been under 
such a long period of time that 
wishes of others is too great to 
no longer sure of what he likes or 
poor that he believes that any o 
nurse has a long, difficult t 


ert Himself. This patient is generally one 
the influence of a domineering person for 
the effort necessary for him to oppose the 
attempt. Not uncommonly, the patient is 
does not like. His Opinion of himself is so 
pinion of his could be of little value. The 
ask to help such a Patient build up a better con- 
cept of himself. This she does by her continued interest in him and by 
encouraging him to see himself through her eyes. If he feels that his nurse 
accepts him and can see merit in him as a worthwhile person, he may learn 
to accept himself and acknowledge his tight to have and hold his own 
Opinions. He then needs to discover that he can assert himself without fear 
of humiliation or retaliation. This he can experience within the nurse- 
& Slow process to teach him that sub- 
lable to him, 

veryone with His Sarcasm. The pattern 
is that of driving people away from him 
arks which are devastating to the recipi- 


quently employed when the patient sus- 
pects that the other Person is about to ch oh i 


patients are so skillful in directing their 
able aspect of the nurse’s personality that 
way from the Patient as fast as possible. 

deeply hurt that it is difficult for her to 

aneuver of an emotionally disturbed person 
f ology. She also needs to recognize that she, 
> İs the recipient of hostility which is not directed to her personally 
on her. Hostile feelings which the patient 

ant figures in his life have been transferred tO 
nough to look at the situation objectively, she 
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will be able to understand what the patient is doing and determine how she 
can best help him. 

The nurse may have difficulty in perceiving that, in spite of the patient’s 
Overt attempts to drive her away, he really hopes that she will stay. If, in 
Spite of his hostile behavior, she does stay, he then knows that she is really 
sincere in her protestations that she is interested in him as a person. On the 
other hand, if she succumbs to hurt pride and injured feelings and leaves 
him, he may feel extremely guilty. Once again, the familiar pattern will 
have been reenacted with the same ending of the patient victorious, but 
alone and unhappy. The neurotic pattern receives additional reinforce- 
ment. Only by recognizing this pattern and understanding its dynamics can 
the nurse gain sufficient control over her own feelings to help the patient 
alter this destructive pattern. 

The Patient Who Manipulates Others. The patient who manipulates 
Others has difficulty in forming relationships because he uses other people 
to gain his own ends without any genuine feeling or regard for them as 
individuals. As others become aware of this characteristic, they avoid 
him as much as possible. Consequently, this patient is generally friendless 
and unhappy. The pattern of manipulation like many other patterns of 
stereotyped behavior is learned in childhood. Its prototype can be observed 
in the familiar scene of the headstrong child gratifying his wishes by trick- 
Ing the adults in his family into obtaining for him what he cannot get for 
himself. One of the many ways in which he accomplishes this is to play 
One adult against another. This is often done by giving a distorted repre- 
Sentation of a situation by neglecting to mention some important fact, by 
giving a slanted interpretation of a fact, or by implying something without 
actually making a commitment. Another common device used to manipu- 
late others is to play on their feelings of sympathy or guilt so that it is 
Possible for them to refuse to cooperate. 

Patients who use this pattern are often so skillful and subtle that time 
after time the nurse recognizes the maneuver only when the patient has 
triumphantly achieved his ends. The nurse’s feelings of anger against the 
patient for tricking her, and at herself for allowing herself to be victimized, 
can easily prevent her from doing anything therapeutically constructive for 
the Patient. Her first task is to prevent the patient from utilizing this pat- 
tern. This she can do only if she is aware that this pattern of behavior 
1S to be expected from him. She must watch carefully for its use, alert 
to the many guises in which it may be manifested. Her second oppor- 
tunity to deal with this pattern comes when she again finds herself 
cing manipulated, as she almost invariably will. Without becoming angry, 
she must let the patient know that she is aware of what he has done. Her 
next step is to help him examine what he is doing to himself by using this 
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device and why he needs to use it. Often a patient uses manipulation when 
he distrusts the ability or willingness of others to fulfill his needs. If in his 
relationship with his nurse he can learn to trust her to respond to his needs, 
he may be willing to adopt ways of relating to others which will be more 
satisfying to him personally without exploiting them. ae 

The Patient Who Has Difficulty Relating to Anyone. Essentially this is 
the patient whose attempts to achieve a satisfactory relationship in early 
life were so frustrated that he has become withdrawn and unable to relate 
to anyone. The most difficult phase in working with him usually occurs 1n 
the early stages of developing the nurse-patient relationship. It was noted 
earlier in this chapter that it may take the nurse weeks to be accepted by a 
patient and to establish easy communication with him. When this rapport 
has been achieved the nurse should consolidate her gains by maintaining 
a warm, satisfying relationship with the emotionally deprived patient. The 
patient may need this experience over a period of many months. 

During the phase of the Maintenance of relationship, the withdrawn 
patient may begin to swing away from rejecting the nurse’s proffered help 
to making increasing demands on her time and attention. She should be 
prepared for this change of attitude, The patient’s demands, however, can 
reach such a point that the nurse begins to feel overwhelmed. She may feel 


that she is being drained physically and emotionally by the patient. TO 
counteract this, she should learn to give t 


s to become aw 


x in 
: Patient to feel more at Sate 
ble. This might include such activities as lea 


w 
; ea, how to da : and ho 
to engage in sports, > nce, how to play cards, 
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experienced a satisfying relationship with one person he may then be will- 
ing to try to make others. The observant nurse will watch the patient for 
some cue that he is ready to take this step. Some who find this step very 
difficult may take an intermediary step in which they become interested 
in acquiring pets. Some withdrawn patients who cannot express any posi- 
tive feeling for people are able to demonstrate affection for pets. Others 
may begin their social relationships by choosing a friend considerably older 
or younger than themselves and then progress to friends nearer their own 
age. Human relationships are so fraught with danger for these patients 
that the nurse should be subtle in her encouragement and support of their 
tentative approaches to others. She should always let the withdrawn patient 
proceed at his own rate in forming new attachments. If she urges him too 
Strongly, he may withdraw completely. 


Phase III. Termination of the Relationship 


The purpose of the nurse-patient relationship is to provide a special 


Kind of emotional support for the patient until such time as he is able to 
function independently. As the patient improves and the nurse foresees this 
lime approaching, she should gradually begin to withdraw from the rela- 
tionship. In order to accomplish this she may begin to decrease the amount 
of time that she spends with the patient and also the frequency of her 
contacts. At the same time, she encourages the development of his rela- 
tionships with other staff members, patients, family, and friends. She also 
tries to get him to participate in more group activities and to develop in- 
terests outside of the hospital. She may also decrease the intensity of the 
relationship by displaying an attitude of more casual friendliness toward 


him. 
d be terminated when patient and nurse 


Ideally the relationship shoul 
both agree that he no longer needs her special attention. Often, however, 
he nurse’s or the patient's 


Circumstances arise which necessitate either t 

leaving before the patient is ready to function without her. If it is the nurse 
who must leave, she should allow ample time to prepare the patient for her 
Withdrawal. The time needed will depend on the duration of the relation- 
Ship and its intensity, and also on how far the patient has progressed to- 
ward recovery. On the average, approximately two weeks should be allotted 
between the time the nurse tells the patient that she is leaving and her 
actual departure. This time should be utilized to permit the patient to work 
through any reactions to her leaving. Most nurses find it difficult to appreci- 
ate their importance to the patient and consequently fail to see the necessity 
for this period of preparation. If the nurse neglects to prepare the patient 
Properly, he generally has a reaction after her departure which causes him 
unnecessary suffering and makes it very difficult for the nursing staff who 
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have to care for him during this time. It also makes it difficult for him to 
relate to the next nurse who is assigned to him. i 
Patient's Reaction to Termination of Relationship. Common reactions 
to the nurse’s impending departure include anger at the nurse openly oA 
pressed, acting-out behavior, regressive behavior, no apparent Epoa a 
and acceptance. The patient who gives free and open verbal Ee 
to his anger at the nurse for leaving him displays a very natural and hea es 
reaction. It speaks well for the relationship that the patient feels sufficiently 


patients are able to work through t 
Patients who act out their rese 
nurse are far more common and 


y take are to run away from the eae 
8, or to make a suicide attempt. No 
he entire nursing staff should be aware of the 
avior. Instead of becoming angry, they should help 
why he is acting as he is and give him guitae 
emotional support during this period. These patients need reassurance tha 
they will receive adequate care and attention even after their particular 
nurse leaves. , 
Other patients may revert to symptoms or behavior which they relin- 
quished during the course of treatment. This regression is usually transitory 
in nature and serves as a kind of nonverbal protest against the nurse $ 
leaving. Her response to this behavior should be to give the patient under- 


i . i : e 
standing ecoming anxious herself or allowing th 
patient to become frightened or 


discouraged by this temporary setback. 7 
, Probably the most difficult reaction to handle is that of the patient wh 


a ; is 
; the nurse tells him that she is leaving. It! 
easy for her to interpret this as indi 


only the nurse involyed but t 
reasons behind this beh 
the patient understand 


The inexperienced nurse h: 


as difficulty in reali 
bland and apathetic expressi 


zing what lies behind the 
Ons of these P 


3 r e 
atients until she witnesses th 
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profound depressions or excited hallucinatory states that can occur after 
the nurse involved has left the service. To prevent such a reaction in a 
patient, the nurse should introduce the subject of her leaving repeatedly 
in her conversations with the patient in order to give him abundant oppor- 
tunity to express his feelings toward her. Often the patient does not even 
hear her or grasp the meaning of her words the first few times that she tells 
him, or he may hear her and then promptly forget what she has said. She 
should help him to verbalize his feelings of resentment even though he 
implies that this is a preposterous idea and continues to deny such feelings. 
Sometimes it helps the patient if the nurse expresses her feelings of regret 
that she has to leave at this point in their relationship. This often makes it 
possible for him to admit that he too may have similar feelings. It also 
helps if the patient can recognize that loss of the nurse’s physical presence 
does not mean that she has lost interest in him as a person or in his efforts 
to get well. A postcard, a verbal inquiry delivered by another nurse, or 
€ven an occasional brief friendly visit after she has left may indicate to him 
that he has not been forgotten. Some patients will be able to accept the 
Nurse’s departure realistically; that is, they will express regret or even mo- 
Mentary resentment, but they quickly recognize that the situation must be 
faced and adjust themselves to it. Such patients have achieved considerable 
emotional security. Generally, they are almost completely recovered. 
Plans for Patient’s Future Nursing Care. Before the nurse breaks off 
the relationship, she should make plans for the patient’s future nursing 
Care with her head nurse and supervisor. If the consensus is that her patient 
needs to continue this type of nursing care with another nurse, the nurse 
should do all that she can to make the transition as easy for the patient as 
Possible. It is often helpful when she is telling the patient of her impending 
departure to let him know that he will have a new nurse to replace her. If 
Possible, the nurse should introduce her successor to the patient. If the 


New nurse is a member of the ward staff, she may begin to be included in 
activities with the patient. It is important for the patient to see that the two 
nurses are friendly toward each other and have a common attitude toward 


him. This not only gives the patient confidence in the consistency of the 
Nursing care he is receiving but also makes it possible for him to work with 
the new nurse without feeling disloyal to his former nurse. If this kind of 
introduction does not take place, the new nurse will have a difficult time 
establishing a relationship with him. If the new nurse is not available for a 
Personal introduction, a discussion of her coming and some expression of 
Confidence in her will be helpful in preparing for a successful continuance 
Of relationship therapy. 

If the head nurse decides that the patient has progressed to such a point 
that he no longer needs this type of nursing care, his nurse should prepare 
him for a return to general ward nursing care. This can be done by making 
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her contacts with the patient less frequent and more superficial i ee 
She should wean the patient away from the one-to-one relations r y a6 
cluding other staff personnel or other Patients in the activities in gs om 
engages with the patient. This enables the patient to initiate some a ae 
tionships while the nurse is stil] with him. After she has gene, i Bagh 
easier for him to develop these relationships further. The fact tha 


‘vie 
ensions he may have about resuming former ih 
is anxiety about discharge an 


Use of Method by Various Members of Nursing Personnel 
Nurse-patient telationship therapy can be used Successfully by es 
personnel—professional nurses, student seer 
ng personnel, that is, nursing assistants, psyc 
ns, and aides. How this method is used will vary 
he psychiatric background of each individual, pe 
his method, his personality make-up, the kind = 
» and the support given him by the staff. An = 
rse with knowledge of the dynamics of interpa 
ibly also knowledge gained from a personal aniele 
i ceper level than a less hie 
Prepared or less experi attendant. However, bot 
the student nurse and the attendant can participate in relationship therapy 
with benefit to the patient. Rela 


tionship therapy as used by student meat 
and attendants would probably be on a more superficial level in whic 


; s - yet 
greater emphasis was placed on the supportive and socializing aspects; ie 
even this type of relationship therapy meets the patient’s basic needs fo 


acceptance and understanding better than would be possible with general 
ward nursing care, 


Participating in relationship the 


: : ional 
"apy is beneficial to the professiona 
growth of the nurse in that it develo 


pog $ s 
PS greater Sensitivity to patients’ <a 
» and increased self-awareness. For ae 
e€ tO write up an account of 
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nurse-patient relationships with several patients and review them with her 
supervisor (see Appendix A). 


2a. 
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16 Group Therapy in Nursing 


Group therapy as a method of psychiatric treatment has a tremendous 
appeal to all those who are concerned with the care of psychiatric patients. 
Since one of the major problems in psychiatric treatment is the disparity 
between the great number of patients who need psychiatric treatment and 
the paucity of psychiatrists, nurses, and other therapists available to treat 
them, this appeal is quite understandable. In 1908, J. H. Pratt of Boston 
first used group therapy in treating patients with tuberculosis. The first use 
of group therapy in the treatment of psychiatric patients was during World 
War I. However, not until World War II did the increased demands for 
psychiatric treatment give group therapy the impetus that pushed it into the 
forefront as a method of psychiatric treatment, In spite of its relatively 
recent utilization, a truly formidable literature on the subject has been 
published, and additional articles continue to be added apace, A great deal 
of research is being carried on both to develop new and more effective 


methods of group therapy and to determine the background and training 
needed by the therapists, 


Indications for Group Therapy 


When group therapy was first introduced 
thought that it would supplant individual the 
method of treatment. The Possibility that group therapy might require @ 
shorter period of time than individual therapy was also anticipated. Neither 
of these predictions proved to be correct. Individual therapy still continues 
to be the treatment of choice for many patients, and group therapy often 
requires as long a period of treatment as individual therapy. Hower 
group therapy does have some special advantages [3]. Some patients fee 
much more comfortable in a group and are able to express themselves 
more freely. Such patients are often inarticulate when alone with a psychia- 
trist in the interview situation. Other patients derive a sense of relief from 


discovering that others in the group have problems similar to their oW- 
214 


in psychiatry, some peal 
rapy as a more economica 
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Often these patients had previously felt that they alone had strange feelings 
and experiences which made them different from everyone else, Another 
valuable characteristic of group therapy is that it enables patients to correct 
distorted impressions. When several members of the group perceive things 
differently from the way they appear to the patient, he begins to have some 
doubts as to the validity of his impressions. The consensus of the group 
exerts a strong pressure on him to reevaluate his impressions and re- 
Organize his thinking on a more realistic basis. 

: Group therapy and individual therapy are often combined. Some pa- 
tients need individual therapy. They need to learn how to relate to one 
person before they are ready to join a group. Other patients begin treat- 
ment with group therapy because they are afraid to talk about their inner 
Conflicts. Later, when they are ready to deal with their problems, they 
Seek individual therapy. Some patients need individual and group therapy 
Concurrently to meet different aspects of their problem. 


Criteria for Group Therapy 


Psychiatric nurses have always worked with patients in groups as well 
as individually. Yet they have been among the last of the professional 
Stoups engaged in caring for psychiatric patients to utilize the principles 
of group therapy. Group activity involving a nurse and a number of patients 
does not necessarily constitute group therapy. Criteria for group therapy 
Include a therapeutically oriented group goal, the development of group 
identification, participation by sharing ideas and experiences, the willing- 
ness of members to observe their own behavior and that of other members 
Of the group, and the wish to change present behavior into more flexible 
and appropriate behavior. The criteria mentioned do not constitute a com- 
plete list, nor are the criteria for all types of group therapy the same. But 
every form of group therapy should have a therapeutic goal and a method 


of evaluating the progress toward that goal. 


Nurses’ Reluctance to Utilize Group Therapy Methods 

Many nurses hesitate to engage in anything that is labeled group therapy. 
Some are frightened by the word therapy, considering therapy to be the 
€xclusive prerogative of the psychiatrist, though occupational therapists, 
recreational therapists, music therapists, and many other therapists have 
no such qualms about using the term. Other nurses hesitate to engage in 
group therapy because they immediately think of the kind of group therapy 
Which an experienced psychiatrist uses and recognize that they are not 
qualified to use it. But there are many kinds and many levels of group 
therapy, It can be very simple or very complex. Its therapeutic goal may 
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range from the achievement of a very elementary form of social inter- 
action to the more ambitious goal of major personality changes such as 
may be sought in analytic group psychotherapy. Some forms of group 


therapy can be used to great advantage by nurses; others would be quite 
unsuitable [2, 7, 10]. 


GROUP THERAPIES APPLICABLE TO NURSING 


The form of group therapy used by the nurse should be determined by 
(a) her knowledge and skill in group techniques, (b) her personality, and 
(c) the level of improvement of her patients. A nurse cannot help a group 
of patients to arrive at some awareness of what they are doing in the 
group if she, herself, does not have some knowledge of the principles of 
group dynamics. The better the nurse’s preparation in group dynamics, the 
more effective she will be as a nurse-leader with a group of patients. How- 
ever, even group therapy at the simpler levels may have considerable thera- 
peutic value. This was demonstrated in the Stockton Pilot Study, in which 
group therapy conducted by relatively unskilled psychiatric technicians 


was able to motivate many chronically ill psychiatric patients toward even- 
tual discharge from the hospital [5]. 


Personality of Nurse as a Factor in Choice of Method 


Many observers have noted that a therapist tends to use the kind of 


group therapy which is compatible with his own personality. Therapists 
who tend to be extroverted and somewhat aggressive prefer a type of group 
therapy in which they can take an active leadership role. Very passive, 
permissive therapists prefer groups which are leaderless or in which the 
leader is chosen from among its own members, Such a therapist often be- 
comes an observer of the group. Autocratic individuals tend to organize 
highly structured groups with strong leadership. The groups led by thera- 


pists who are democratically oriented are generally informal, loosely struc- 
tured, and permissive in character, 


Choice of Patients for Nursing Group Therapy 


The Psychiatric condition of the patient also plays an important part in 
determining the kind of group therapy chosen, It must be one in which the 
patients would not be 
discussion. They woul 
some nonverbal forms 
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with the kinds of group therapy suitable for the more acutely ill patients. 
Such patients can also become very disruptive in groups not suited to their 
needs. The patients also determine the rate at which a group progresses. If 
a patient is sicker than the majority of the patients in the group, he may 
frustrate the others by his inability to keep up with them, and they may 
eliminate him from the group. 


Nurses’ Fears about Group Therapy 


Some nurses hesitate to lead a group because they are afraid that the 
group might get out of control and that they would not know how to handle 
the situation. In actual practice, this problem seldom causes much difficulty. 
If a patient suddenly becomes angry, the outburst is generally self-limiting. 
For in giving verbal expression to his anger, he reduces the intensity of his 
feelings. The angry member is also secure in the knowledge that the pres- 
ence of the other members of the group will act as a controlling factor to 
Prevent his anger from getting out of bounds. The real problem is generally 
the nurse’s fear of any expression of hostility. Often a nurse cannot tolerate 
a display of hostility in the patients because she is afraid of her own hostile 
feelings. If a nurse finds that she becomes tense and anxious in such a 
Situation, she should seek help for this problem by discussing it with her 
advisor, 

Another common fear is that someone in the group will reveal more than 
he intends to or bring up material which he should discuss privately with 
his psychiatrist. Actually, if the patient were not ready to bring up a topic 
or discussion, he would not be able to do so. Patients often have some- 
thing which they wish to say but cannot bring themselves to say; it may 
take them many weeks to be able to say it. Other patients can use the 
group to sound out emotionally charged topics before they have sufficient 
Courage to bring them up in their interviews with the psychiatrist. In this 
Way they become used to thinking and talking about a painful subject 
before going into it more deeply in their individual psychiatric interviews. 


Preparation of Nurse for Group Therapy 


Experience in individual nurse-patient relationship therapy is an excellent 
Preparation for group therapy. This is one reason why the author believes 
ae ENELY psychiatric nurse should learn the techniques of relationship 
therapy even though she is practicing in a large mental hospital in which 
this method may not be practical for the majority of patients. Even in these 
stitutions a few patients should be receiving this type of nursing care, not 
Paty to help the unusual patient who does not respond to other methods 

ut also to further the professional development of the nurse, who can 
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learn about interpersonal relationships more easily and more effectively by 
this method than by any other. When the nurse begins to utilize group 
therapy she discovers that the interpersonal relationships are much more 
complex than they are in working with one patient. 

Many of the same skills that were learned in individual therapy apply to 
group therapy. These include learning to listen, becoming aware of verbal 
and nonverbal cues, and responding to them, dealing with silences, sensing 
the patient’s feelings, and learning to proceed at the patient’s pace. All 
these skills can be learned more easily in a one-to-one relationship than in 
a group, for the nurse’s attention can be more sharply focused on acquiring 
these skills. Another consideration is that there are some aspects of group 
therapy which the nurse can tolerate better if she has learned to cope with 
them previously in a less intense degree in individual therapy. For example, 
ridicule, anxiety, and hostility expressed by the group may be more difficult 
to handle with the group than in a one-to-one relationship. 

Knowledge of Group Dynamics. In addition to experience in individual 
therapy, the nurse needs to know some of the principles of group dynamics. 
Groups have some ways of reacting that are different from the ways indi- 
viduals react. To work effectively with a group the nurse needs to develop 
skills in observing what is going on in the group and to have some under- 
standing of its significance. She must also be aware of the different ways 
in which factions, or subgroups, within the total group influence each 
other and how the total group influences individual members to change 
their behavior. One way the nurse can learn the principles of group dy- 
namics is by reading the literature on the subject. Another way is to attend 
a class or seminar led by a qualified group therapist. Probably the most 
effective method of all is personal group experience, A group of prospec- 
tive nurse therapists may form a group in which they as participants €x- 
perience personally what goes on in group therapy. With the help of an 


experienced leader, they can become aware of the various kinds of inter- 
action occurring within the group. 


Starting Group Therapy 


Many nurses have difficulty in 


getting started j apy. In this 
regard, the professional nurse is i a aer enp 


: generally more timid than the nonprofes- 
sional nurse. Many nurses a SRL ee ale i 
y nurses accustomed to functioning in rigidly prescribe 


patterns of behavior find a Situation frightening in which they are face’ 
with overt expressions of emotion such as frequently occur reve ther- 
apy. Generally, the nonprofessional nurse is not fe distuted by such 
behavior as the professional nurse, who fears that she will not be able tO 
cope with such outbursts of feeling. ee 

Many nurses are introduced to group therapy by psychiatrists who have 
more confidence in the nurse’s capabilities in this area than the nurse has 


GROUP THERAPY IN NURSING 219 


herself. These psychiatrists give her the necessary support and encourage- 
ment to get started in this method. Sometimes the nurse begins as an ob- 
server, recorder, or coleader in a group that is already functioning. Later, 
she may be able to start a group of her own. If, on the other hand, the 
psychiatrists with whom she works are not accustomed to this method of 
nursing psychotherapy, their doubts and uncertainties as well as her own 
must be resolved before she can begin to use it. The achievement of this 
necessary mutual understanding between psychiatrist and nurse follows 
essentially the same course that was discussed as a preliminary to individual 
nursing care. 

Sometimes nurses find themselves involved in group therapy when a 
group of patients spontaneously begin meeting together and call in the 
nurse for assistance. At other times, ward crises, such as the suicide of a 
fellow patient, make it necessary for the head nurse or one of her delegates 
to call the patients together to handle the anxieties and tensions which have 
built up. At other times dissatisfaction with a member of the personnel, 
with the food, with ward routines and regulations, or with the irritating 
behavior of one of the patients results in “gripe sessions,” which may be 
held whenever ward tension mounts. Group meetings that begin on a 
Sporadic basis often become regularly scheduled meetings when their value 
IS recognized by the group. Such spontaneous groups may be utilized there- 
after for more goal-directed and therapeutic purposes. Sometimes a nurse 
May organize a group for patients whose needs are not being met by the 
regular ward nursing care. For example, several adolescents on a ward of 
adults may benefit from a group to discuss some of their special problems. 
Kaldeck’s [13] article “Group Psychotherapy by Nurses and Attendants” 
1S very helpful to the nurse who wishes to use this method and has had no 
Previous experience. Hinckley and Hermann’s [11] 
Psychotherapy” is also excellent for the beginner. 


“Group Treatment in 


Recording 


Some method of recording should be adopted as soon as a group has 


been organized. Recording is as necessary for group therapy as for indi- 
vidual therapy and for any other form of treatment which the patient re- 
Ceives. Recording also enables the therapist to review what transpired in 
me group meetings and to check the therapeutic progress the group is 
making, It is also valuable for self-evaluation of the therapist’s participa- 
tion, for new insights into group dynamics, and for research purposes. 
Recording group behavior is no easy task, because so many activities are 
taking place simultaneously. The problem of recording is further compli- 
cated not only by the great number of activities but also by their diversity, 
which includes many modes of communication, such as acts, gestures, 
words, inflections of the voice, tensions, and feeling-tones. 
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The method of recording may be as simple or as elaborate as the a 
pist thinks is indicated or as the available resources of pe a 
equipment permit. The record may consist of a brief written résumé = ee 

` most significant happenings compiled from notes made by the ae. 2 ae 
it may be a very detailed report prepared by several specially designe we 
individuals with or without the assistance of mechanical recording equip 
ment. For an excellent discussion of methods of recording the — 
referred to Chapter 2, Studying the Processes of Therapy, in Powdermake 
and Frank’s [14] “Group Psychotherapy.” 


Supervision a 


Supervision is as important in group therapy as in individual em 
and for the same reasons, namely, to share responsibility, to safeguard pas: 
patients, to serve as an additional resource, and to give emotional suppa 
to the nurse therapist. In large institutions, a plan of supervision var 
has proved very successful is to have one psychiatrist supervise a ponia 
of nurse therapists. Generally, he meets with the entire group of leader 
once a week, Individual consultations are provided for those who desire 
them. When a psychiatrist with special interest and skills in group pag 
therapy is not available for supervision, some other qualified profession 
person should take over this function. Progress reports should be given a 
the psychiatrists of the patients in the group. These psychiatrists shou! 
also have access to the records of individual group meetings. 


KINDS OF NURSING GROUP THERAPY 


There are almost as many kinds of group therapy and ways of conau 
ing group therapy as there are therapists. However, it may be helpful to 
describe briefly some types of group therapy which nurses have used m 
some other types which have not been used in nursing but might be adap 


able to such use. It might be well, first, to discuss several kinds of group 
nursing care which differ so 


Group Nursing 


The first of these methods mi 
works well on children’s psychi 
assigned to her two, three, or f 


; i ten 
ght be called group nursing. This ae 
atric services. A single nurse may rene 
our children with whom she works in 
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sively. Often these children will all be patients of the same psychiatrist. The 
nurse develops a relationship with each child. The child is usually aware 
that the nurse is also caring for other children. Frequently, he knows who 
these children are but generally displays little interest in them. The im- - 
portant bond is between the child and the nurse. The nurse tries to meet 
the individual needs of each child and to give him an adequate amount of 
her time and attention. She has a weekly conference with the psychiatrist in 
regard to the therapeutic management of the children. She also receives 
guidance and assistance from her nursing supervisor. Many of the children 
who benefit from this type of nursing care are very withdrawn children. 
This method of group nursing may be utilized equally well with adults, 
particularly with adults who are too regressed to tolerate group structures. 
: Somewhat similar to this pattern is the plan of having a group of children 
live together in a cottage or unit with cottage parents. This plan is used 
frequently for both emotionally disturbed and mentally deficient children. 
In this type of care, the children seem more aware of each other, and rela- 
tionships somewhat analogous to those in a family may develop. Anna 
Freud [4] has described a similar pattern of nursing care in “Infants with- 
out Families,” in which each nurse had a particular group of children who 
constituted a “family.” This pattern of group nursing is also very effective 
with adolescents and with some adults who have suffered great emotional 


deprivation in their early family relationships. 


Team Nursing 


Team nursing is another transitional form of group nursing. In team 
Nursing, several categories of nursing personnel with different professional 
backgrounds and levels of competency work together as a team to care for 


a number of patients. Team nursing should not be confused with the treat- 


ment team in which individuals from different professions who are generally 
their respective professions collabo- 


at the same level of competency within i : 
rate with each other to provide for the total treatment of a given patient. 
ut the nursing aspect of the total 


eam nursing operates only to carry © s tote 
treatment plan. A typical team may consist of an experienced psychiatric 
nurse who functions as the team leader, one or more less-experienced 
nurses, possibly a student nurse or two, and several attendants. The team 


Meets together to share information about its patients and to discuss ways 
of working with them. Special aspects of the care of each patient are dele- 
gated to the various members of the team by the leader. She also super- 
Vises them in their work. Each patient learns to know all the members of 
the team and develops a relationship to each, though generally on a much 
More superficial basis than in an individual nurse-patient relationship. The 
Patient, however, does get more and better nursing care than is possible 
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m 
with general ward care. Also, the knowledge that some member of the tea 
is always available to him increases his feeling of security. 


Group Therapy for Uncommunicative Patients 


Group therapy, like most other forms of Psychotherapy, was — 
in the treatment of neurotic, highly verbal patients. Possibly for this reas sy 
group therapy usually suggests a group of patients in active ean 
However, group therapy may also be used in the treatment of psych 


i : i he 
patients, even in the treatment of those who are nonverbal. It is to t 
eventual rehabilitation of 


nor the patience to spend with tiere 
essed patients. Until these patients = 
» Many psychiatrists are not intereste 
ause of this, and because such large 
ategory in our large mental al oe 
and encouragement from the medica 
profession to work with these patients than with any other group. Among 
those in the field of nursing who haye tried various methods of group oi 
apy, the nonprofessional nurses have often been particularly ane 
Noncommunicative patients need the unaffected friendliness, the wees 
ness to start with the simplest activities, and the patience to proceed a 


Parsee > Eea n 
the infinitely slow pace that the dedicated attendant or aide is more ofte 
willing to provide than anyone else, 


Use of Activities in Group Therapy. In groups of patients who are 
able to respond verbally, some activity may be selected as a nga 
factor and as a focus around which the Psychotherapy takes place. Amo 
any simple activity can be used, The choice depends in part on the ogee 
of the therapist in the activity, in part on the simplicity and availability © 
the equipment or materials needed for it, and also on the interest of the 
patients in it. With Severely 


ill or chronic 
thusiasm which the therapist is able toc 
the activity is more helpful th 


what they would like to do. 
interest in anything, 
Therefore, if the nurs 


F about 
ommunicate to the group abo 
an an attem 


Patients in thi 
nor do they want t 
e picks an activi 


curative value in the 
successful. An activity also has 
it helps her to be more at e 
form of activity tends to red 
in the therapist who is conf: 


. i i at 
a beneficial effect on the therapist in th a 
ase in working with nonverbal patients. o 
and tensions that are built UP 


ronted by a wall of silence and inertia. 
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Use of Nonverbal Communication in Group Therapy. The therapist 
should use every possible channel of communication to reach these mute 
patients. Nonverbal methods are often more effective than verbal. Often 
words do not reach their consciousness, or if they do, their meaning may 
be distorted. Words are also suspect, because many of these patients have 
had experiences in the past in which words were used not to give correct 
information but to disguise or withhold it. Therefore, these patients try to 
find meanings in the behavior of others rather than in their words. The 
nurse who understands this can use actions and objects to get her meaning 
across to the patient. For example, a pleasant, friendly atmosphere in 
group meeting communicates to the patient a warm, friendly feeling for 
him. Recalling the implications of affection and security that food has for 
the infant, it is easy to see that food can also be used to communicate 
interest and regard for the patient. Therefore, if it is at all possible, the 
group meeting should start off with a cup of coffee or some other simple 
refreshment. Candy, cigarettes, and smoking tobacco can also be used to 
express the willingness of the staff to give to the patient. ; 

Overreliance on Activities. There is a great temptation in doing group 
therapy with regressed patients to believe that merely keeping them busy 
doing something, anything at all, will prove beneficial. Nothing could be 
further from the truth. It is quite possible to insist successfully that these 
Patients engage in activity, as their families and friends have doubtless 
done many times in the past. Unfortunately, these patients become adept 
at going through the motions of an activity without any personal emotional 
involvement other than feelings of increased resentment toward the nurse- 
therapist for her lack of understanding of their real needs. The nurse, 
Seeing their apparent participation, can easily deceive herself into believing 
that the patients are making progress. 

The nurse should also be aware that it is very easy to concentrate on 
the activity and forget the patient. What is done is not important, but 
rather how it is done. For this reason, specific suggestions for activities 
In group therapy with nonverbal patients are useless. In each situation the 
Nurse must ask herself, “How can I tell the patient through the medium of 
this activity that I think he is a worthwhile human being, that he has a 
chance of getting better, and that I want to give him as much help as he 
will permit me to give?” This principle must be kept in mind as the nurse 
Utilizes some of the examples of group therapy described in this book and 


1n other publications. 


Different Uses of an Activity with Different Groups of Patients 


such as reading, may be 


It is fascinating to observe how one activity, 
ay be gauged to 


Used by various groups in very different ways, how it m 
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different therapeutic levels, and how it may be focused to meet very no 
ent problems. As a part of the Stockton Pilot Study, a number of psychia! 
ric technicians (attendants) met with groups of approximately 10 A 
each [5]. Most of these patients suffered from chronic schizophrenia 
many years’ duration. During these many years they had gone through t 
motions of participating in the hospital routines with almost no conversa 
tion with either personnel or other patients. : k 
When the groups were first formed, the patients sat in a circle and lis- 
tened as the technician-leader began to read excerpts from the daily news- 
paper to them. Many of them had lost interest many years ago in events 
of the outside world. In fact, it soon became apparent that they did not 
even know the names of the personnel or the patients who had been living 
on the same ward with them for years. In the ensuing sessions, in addition 
to the newspaper, the technician also brought one of the popular digest 
magazines to the group. He would read a sentence and then pass the maga- 


zine to the patient beside him so that he could read the next sentence. This 
procedure was continued around the circle. S 


represented a great achievement 
Many patients appe 
own voices as the wor 


listening to. A dawning feeling of self- 


interests developed in the course of the group therapy. This change of atti- 
tude made it possible for these so-cal 


led hopeless patients to make the 
effort to begin their rehabilitation and to take the first steps on the long 
road back to health. 


respect and an awakening of new 


Another group of patients in the Pilot 
These were patients wh 


long employment had never heard them speak. Small groups of three, four, 
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The words the nurse used were not important, but the interest and the 
feeling of worth which she communicated to each patient by her voice was. 
Also significant was the fact that, again, the patient found himself an object 
of concern. Someone was interested enough in him to single him out for 
attention. It required many such sessions before the patients’ first words 
were articulated in voices hoarse with disuse. Gradually the words became 
sentences. When the patients were able to articulate freely, the nurse re- 
corded their speech on tape. They listened fascinated as the nurse played 
back to them the sound of their own voices. As soon as they had fully 
regained the use of speech, they joined other patients in the larger reading 
groups led by the technicians [5, 6]. 

The following illustrations are examples of group therapy which might 
also be utilized by nurses. Katherine Wright [19] worked with a group of 
long-term schizophrenic patients who had been discharged from the hospital 
but who were making a very marginal adjustment in the community. She 
used the extremely simple device of having each patient walk up to a black- 
board and write a letter of the alphabet. She deliberately chose an activity 
So elementary that no person in the group could not do it. The activity it- 
Self was inconsequential; what was important was that these shy, ineffec- 
tual, self-deprecatory patients were able to get up from their chairs, walk 
to the front of the room, and with everyone watching, do something for 
which they could receive praise from the therapist. The other patients were 
encouraged to comment on any signs of progress observed in the per- 
formers. These patients who were all lonely, withdrawn people found 
People like themselves in the group- Gradually they began to make tenta- 
tive overtures of friendship toward the other members. Some of them be- 
gan making contacts with one another outside of group meetings, such as 
telephoning to make arrangements to come to meetings together or stopping 
in a drug store for a soda after group meetings. Simple as this therapy was, 
It gave these seriously handicapped patients sufficient emotional support to 
enable them to get along at home or at work and to remain out of the hos- 
pital. 

Reading can be used as an activity in group therapy for very different 
therapeutic goals and with very different groups of patients. J. W. Powell 
[15, 16] describes his work with a group of intellectual neurotic patients in 
a private psychiatric institution. The patients were given a list of books 
dealing with philosophical, social, and psychological problems. The patients 
then discussed these books in their group meetings. The discussion began 
On a rather abstract and intellectual level with the problems delineated in 
the subject matter of the books, but gradually, as discussion proceeded, the 
members of the group began to discuss their own problems, using the 
characters and situations of a given book as a kind of screen to disguise 
their own problems. For these intellectual patients, books stimulated an 
Interest in joining the group. Such patients would tend to feel comfortable 
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and at ease discussing books, whereas they would fear exposing themselves 
in a frank discussion of their emotional problems. Group discussion of a 
book would enable the repressed individual in such a group to gain a cer- 
tain perspective on his own problems without feeling personally threatened. 


Other Adjuncts to Group Therapy 


The number of other activities and media which have been used i 
group therapy as indirect methods of helping patients to examine their 
problems is almost endless, In the military services during World War Il, 
group therapy often began with a brief lecture by the therapist on some 
psychiatric topic, such as anxiety, feelings of aggression, homosexuality, 
alcoholism. This was followed by a general discussion in the group. During 
the discussion period personal problems were often brought forward for 
help in dealing with them. In a similar manner, psychiatric films were used 
to stimulate discussion by the group following their showing. Certain diffi- 
culties are inherent in this type of group therapy, in that it takes a very 


skillful therapist to handle the group discussion well. The actual time avail- 
able for discussion is usually shi 


complex. Because of the form 


give an answer without adequate information. 
art forms have also been used in group 


have difficulty in expressing themselves 
verbally. Such patients are often able to talk about their productions to the 


group, gradually progressing to a discussion of their problem. Role-playing: 
psychodrama, and one-act Plays have also been used successfully in group 
therapy. Bach [1] describes the use of various activities as a warm-up device 
at the beginning of group therapy to get the group ready for discussion. 


Activities have sometimes been used to stimulate the group when the group 
bogs down and seems unable to get started again. 


GROUP THERAPY FOR SPECIAL GROUPS OF PATIENTS 
New Admissions 


nursing personnel. Such a 
nt to the particular hospita’ 
© helps him overcome his apprehensions 
and correct his misconceptions about mental illness- 


group therapy program helps to orient the patie 
in which he finds himself, It als 
about mental hospitals 
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Membership in a group of patients who are all in the same situation en- 
genders a certain amount of mutual emotional support. The participation 
of a member of the nursing staff to help the members clarify their ideas 
tends to develop confidence in the nursing personnel. The feeling of security 
developed by such a group is an important factor in facilitating the newly 
admitted patient’s responsiveness to subsequent psychiatric treatment [2]. 


Somatic Therapy Patients, Alcoholics, Adolescents 

Patients who are receiving some special form of treatment such as insulin 
shock, electroshock, lobotomy, tranquilizing drugs seem to make better 
progress when they remain together as a group and have a specially planned 
nursing program under the direction of the same nursing personnel. Alco- 
holics generally do best when they have their own group. Their needs are 
often different from those of other patients, and they are frequently ex- 
tremely verbal about drawing the attention of the staff to this fact. Not 
only do alcoholics need their own group and their own program, but par- 
ticular care is required in selecting the nursing personnel to work with 
them. The nurse needs to have a good understanding of the psychody- 
namics of alcoholism [8, 17]. She also should be a mature person who likes 
to work with alcoholics. Adolescent patients are another group that benefits 
from nursing group therapy. Not only are their physical and emotional 
needs different from those of adult patients, but this age range responds 
better to group influences than to efforts of individuals to modify their 
behavior. The nurse therapist for this group should be competent but rela- 
tively young herself, otherwise the group may freeze her out as being too 
ancient to understand the members’ problems. 


Patients Ready for Discharge 


Nurses in the past have often been remiss in their concern for the patient 
who is about to be discharged. They are prone to leave his problem en- 
tirely to the social worker and the psychiatrist. Yet this patient has some 
Needs which should be met by the nurse, in ‘ 
Social worker and the psychiatrist can give him. The step from being a 
patient to becoming a member of the community is a difficult one to make. 
The nurse has opportunities to help a patient prepare for this step which 
May mean the difference between successful and unsuccessful readjust- 
Ment in community life. The problems of most patients who are about to 
be discharged have much in common. They share such problems as how to 
Meet former friends, what to say to people who ask where they have been, 
how to apply for a job, and what to tell prospective employers about their 
Mental illness. Some form of group therapy can be very valuable to patients 


addition to the assistance the 
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with such problems. The use of role-playing and sociodrama has been very 
helpful in Preparing patients to meet Some of the situations which they may 
encounter after discharge, Group discussions in which the various members 
can express their fears, expectations, and feelings about discharge can help 
to clarify their thoughts. In the group, patients can gain a more realistic 


Visitors and Relatives 


Visitors and Telatives of Psychiatric patients may also benefit from some 


form of nursing group Psychotherapy. Most nurses recognize the important 
role relatives and friends play i 


a lobotomy research study was in progress at the 
Langley Porter Clinic, a considerable nu 


es were reluctant to accept the patients back into 

d her assistant, with the support 
Psychiatrist in charge of the service, 
atives. The two nurses conducted weekly group 
of 12 lobotom atients for a period of two 
years [20]. mP P 


others, and foolis 
individual relatives to be able to tal 
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without being criticized. They received emotional support for themselves 
from the group. In addition to the regular group sessions, the relatives had 
the opportunity to consult the nurses privately if they were concerned about, 
Something which they did not wish to bring up in the group. If an emer- 
gency situation occurred at home, relatives could telephone the nurses for 
Suggestions on how to handle it. The nurses kept the psychiatrist informed 
of any untoward behavior of the patient as reported by the relatives. Pa- 
tients could be returned to the hospital for a day or two if necessary. Nine 
of these twelve patients were able to remain at home and make a satisfac- 
tory social adjustment [20]. 

Hotchkiss [12], in his article “The Psychiatric Patient’s Visitors,” points 
Out the importance of nurses’ working with visitors as well. In this article 
Several methods that might prove useful to the nurse are suggested, and 
further exploration of the therapeutic potentialities of work with relatives 
is recommended, Other relatives who could benefit from group therapy 
with nursing personnel include the parents of patients in children’s psychi- 
atric units, parents of juveniles and adolescents, and parents of young adult 


Schizophrenic patients. 


INTEGRATED GROUP THERAPY PROGRAM 


Ina large psychiatric hospital it should be possible to develop an inte- 
Stated group therapy program in which there are many kinds of groups. 
sts from all the psychiatric professions, 


Such a program could utilize therapi I 
employing a variety of methods and working at different levels of treatment 
Steps in this direction have already 


and with different treatment goals. 
en taken in the pilot studies reported from Boston State Hospital [10], 
Bedford Veterans Hospital [9], Stockton State Hospital [5], and Palo Alto 


eterans Hospital. Doubtless there are many other comprehensive group 
peepr projects in progress which have not yet been reported in the liter- 

ure, 

In the group therapy pilot study which was developed at Palo Alto 
Veterans Hospital in 1952, several important criteria for the success of 
Such a program emerged [18]. One was the importance of an over-all 
director of the program who should be a psychiatrist with administrative 
authority. Another was the necessity for adequate supervision of the groups 
Conducted by psychiatric residents, psychologists, social workers, nurses, 
and attendants by a psychiatrist experienced in group therapy. In this proj- 
ect there were two leaders for each group, usually from two different pro- 
fessions, for example, a social worker and a psychologist, or a nurse and a 
Psychiatric resident. The supervising psychiatrist met frequently with the 
leaders in group meetings. Individual conferences were also available if a 


l : z 
fader needed some additional assistance. 
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The groups varied a great deal in the techniques used to meet the a 
of a wide variety of patients. The seven groups in the project ranged t a 
selves into a kind of scale of facility in communication. At the top of -i 
scale was a group which was characterized by great verbal facility. T . 
patients in this group were predominantly neurotic. Talking was the ae 
pal medium of communication used by this group. At the bottom o s 
scale was a group of mute psychotic patients. This group was led Y i 
nurse and an attendant who worked very slowly and patiently with the 
group. Contact with these patients was achieved through the use of ac- 
tivities and other forms of nonverbal communication. The groups in — 
utilized varying proportions of discussion techniques and activities, depend- 
ing on the psychiatric condition of the patients. 3 

All groups served coffee at the beginning of the sessions. Membership 
in the groups was on a voluntary basis. A patient was free to wander into 
a group and stay if he wished, or a regular group member might leave his 
own group to join another group. Some patients shopped around until they 
found a group that suited them. Others would remain on the fringe of g 
group for weeks before deciding to participate. The variety and PERRIN? 
were felt to be very advantageous. It was noted that as patients improve : 
they eventually reached a point at which their present group became boring 


to them. They would then leave this group and move on to a more verbal 
group. 
Ò 


Another advant 


h 5 a 
comer is not welcomed. For example, one advice giver may perform 4 


useful function for the group, but two advice givers are disrupting. an 
manic patient may liven up a group and make it more productive, bu 
two may destroy it. Therefore, the patient looking for a group must nae 
one in which he will feel comfortable and be accepted. In a compre 
hensive and integrated group therapy program supervised therapeutically, 
every member of the professional staff, adequately supervised, should hav 
the opportunity to contribute his services according to his training in group 
techniques and his ability, and every patient who is well enough to par 


ticipate in some form of group therapy and wishes to do so should find @ 
group suited to his needs. 
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17 Social Therapy 


There is a growing recognition in psychiatric circles that a large se 
of patients do not respond well either to somatic or to psycholog 


socially maladjusted personality. These individuals have been eam 
i blemakers, and the unemployable, an 
te character disorders, Many ae 
th behavior problems also belong in th 


Oped. These methods, which may all be Pe 
al heading of social Psychiatry, emphasize 
i i actors as therapeutic agents [20]. 


HOSPITALIZATION 


The idea of hospitalization as 
(i, Za 10]. Ordinarily a hospital i 
ceives medical c 


a form of social therapy is a recent ys 
S viewed as an institution where one ¥ 
annot be given satisfactorily = 
Ntally ill individual can ne 
eing a patient in a pena 
wartz [15] writes, “It is nts 
at improvements and changes in patie 


jvities, 
not only to specific treatments, activi 
232 


coming increasingly Tecognized th 
in the mental hospital are related 
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and services, but also to the nature of the social situation prevailing in 
the hospital itself.” If the social structure of a hospital can have such an 
effect on the physical and emotional state of a patient, its structure can 
no longer be taken for granted. Those who are responsible for the care 
of the patients must examine this structure to determine what aspects are 
therapeutic, or potentially so, and what aspects are nontherapeutic. 


Therapeutic Benefits of Hospitalization 


Some of the more obvious therapeutic benefits which a patient may ob- 
tain by hospitalization are as follows. First, it may remove him from an 
intolerable situation at home or at work. Some life situations in which 
Patients find themselves are so fraught with stress and anxiety that merely 
to be able to escape from them can be therapeutic. One wonders how many 
Patients in general hospitals are there to seek respite from stressful situa- 
tions at home or work. A psychiatric hospital, moreover, provides, or 
makes every effort to provide, the patient with a feeling of security. The 
Staff tries to make him feel welcome and accepts him as someone in need 
of help and deserving of it. Furthermore, the members of the staff can 
Sve help without requiring him to repay them with expressions of grati- 
tude, which family and friends frequently do require. Since the staff mem- 

ers are not involved in the difficulties that brought him into the hospital, 

they are not concerned with taking a stand either for him or against him. 

ey are emotionally neutral. In the hospital he is protected from the 
hostile feelings of his family, and also from his own overt destructive 
and self-destructive impulses. If he is very ill and confused, he may be 
temporarily relieved of the responsibility for making decisions and car- 
Ing for himself, And finally, in the psychiatric hospital, a different set of 
Social values are in operation than in the community. Some of the usual 
Social criteria may be relaxed so that the patient can afford to behave 


mote Spontaneously than he could at home. 
y 


Hospital as a Symbol of Health 


Another less tangible way in which the hospital exercises a potent 


erapeutic influence on the patient is as a symbol of therapeutic success, 

is important psychological aspect of hospitalization has been seriously 
“nderestimated in our age of scientific medicine. Yet one wonders how 
Much the reputation of a hospital, the magic connotation of its name as a 
Symbol of hope and recovery, has to do with the effectiveness of the 
treatment it offers. Even before a patient is admitted to a highly respected 
< °SPital, he is in a frame of mind in which he feels certain that he will 
Improve there. Reider [14] has called this attitude of dependence on and 
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affection for a specific hospital transference to an institution. a ge? 
word to “The Therapeutic Community,” G. B. Watson oe fa tie 
be interesting to see how our understanding of transference nee eben 
patients have no single emotional mainstay, but are supporte ge na 
ways by their fellow-patients, their group experience; Merr S 4 
employers, and even the maintenance personnel [12]. More E ths fise 
needed to determine the factors that make the symbolic value oj er 
pital a therapeutic agent, but it seems to be intimately related to the 


ale of 
structure of the hospital, its philosophy of treatment, and the morale 
the personnel, 


AL 
THERAPEUTIC VALUE OF SOCIAL STRUCTURE OF HOSPIT 


The pioneer work in social therapy was begun in England at Ee 
of World War II by a number of psychiatrists including Maxwe ai, and 
[12], author of “The Therapeutic Community,” Joshua Bierer [4, ‘sisted 
others. In this country two important reports have recently been publi as 
on the subject, “The Mental Hospital,” written by Stanton and cage 
[17], and “From Custodial to Therapeutic Patient Care in Mental nd 
pitals,” by Greenblatt, York, and Brown [9]. From these mae oa 
others not yet published certain trends in social therapeutic methods “ial 
beginning to emerge. Foremost among these is the concept that the ane 
Structure of the psychiatric hospital should be democratic. ripe 
should be arrived at by group discussion and consensus, rather than han a 
down ready-made from a higher-echelon authority figure. This ie 
that conferences become an important technique for arriving at 

isi ing ideas and attitudes. iers 
re requires the elimination of the barr ; 
m of doctor, nurse, attendant, and ep 
It also requires cooperation among all the various departments of = 
hospital—medical, social service, nursing, rehabilitation, business a 3 
maintenance, housekeeping, and dietary. Everyone who works in a Pie 
chiatric hospital is there presumably for one reason, namely, to help t 


$ : ion O 
patients get well. In any total social therapy program, the cooperation 
all is needed, 


of the professional caste syste 


The Unit of Social Structure 


Social therapy cannot be effective in a | 


Therefore, the social Structure must be brok 
manageable units. A unit 


can learn to know 


sio 
arge, impersonal institution, 
en down into smaller, mo 
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to the types of patients and the treatment program required for them. 
An admission service, for example, may need to be smaller than a unit 
for convalescent working patients. 
ano and patients on a unit should be encouraged to develop a 
z P eeling of solidarity. Unless it 1s unavoidable, personnel should not 
e shifted from an assigned unit to other parts of the hospital. When a 
Ate 4 feeling develops between personnel and patients, each unit tends to 
andle its own difficult nursing problems, and therefore there are fewer 
senate on the psychiatrist to transfer a problem patient to another unit. 
nstead, the staff rallies around the disturbed patient, giving intensive 
medical and nursing attention until the patient quiets down again. Further- 
yt had occurrence of disturbed behavior may motivate the staff to try 
and ani what environmental stresses triggered the outburst. Szurek [19] 
aS and Schwartz [17] have found that when a patient becomes 
ed the cause may often be found in some intrastaff conflict. 


Physical Environment 


asonably small because the ward 


Units should be attractive as well as re 
any hours of each day, and 


unit i ; 
ai is the patient’s home. Here he spends m 
e may remain in the hospital for many months. A modern psychiatric 


hospital has little excuse for not providing adequate and attractive furni- 
i draperies, and equipment such as radio, piano, television set, books, 
in Spapers, and game supplies. One of the tangible ways that a hospital 
: | convey its philosophy of treatment, its concern for and interest in the 
Patient, is by the care and taste employed in furnishing the unit. 
; The impression which the patient receives from his surroundings when 
a ho enters the unit prepares him for the quality of care he can expect 
läte ih The inanimate objects which surround the patient should stimu- 
4 ns interest and enrich his everyday living experiences. They remain 
anata influence throughout his stay in the hospital. Psychiatric units in 
P have often been drab, cheerless places in which to live, partic- 
of kA gin for men patients. To counteract the institutional appearance 
ees wards, some hospitals have included a nurse or a woman at- 
ant in the ward personnel of every unit for men patients. One of 
er important nursing responsibilities is to create a homelike atmosphere 


fi á 
or her patients. 


Ther A 
herapeutic Value of Environment 


high morale value for members of the 


a unit and take pride in its appearance. 
ced in the eyes of the personnel if the 


oe attractive unit also has a 
h They like to work on such 
© dignity of the patient is enhan 
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hospital administration considers it important for patients to be — 
with pleasant and comfortable surroundings. One of the reasons a 
business personnel, including the purchasing agent, need to be inclu i 
in conferences relating to patient care is to give them a chance to a 
how important the unit furnishings are to the total treatment plan. Fro ; 
such conferences, the business personnel may acquire the point of viev 
that a radio, window draperies, or facilities for the patients’ private a 
longings can have a greater therapeutic effect on the patients than t 
purchase of an additional ophthalmoscope. , n 
In some hospitals it is often easier to get expensive technical oan 
ment than more commonplace necessities. Too often the personnel pee 
that much nursing time is lost Struggling with the business office to a 
the things needed to care for Patients adequately. In addition to the eet: 
provision of needed equipment, furniture and other equipment whic 
are damaged or destroyed should be replaced as quickly as possible. On 


children’s units and on units with disturbed patients some destruction 1 
almost unavoidable. 


An example of what the nursing personnel itself can do to make the units 


more attractive is taken from the author’s personal experience. When pi 
oldest building on the grounds of one of the California state hospitals 
was razed in 1950, the charge attend 
patients moved into a drab, b 
designed to house a thousan 


- S. and her group of patients E 

bleak institutional unit into a place in which pao 

could live and work happily. The walls were painted, the floors scrubbe 
ties were made fo 


and a television set, Floor 
in a bird cage, all helped to m 
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One small room or large closet was furnished with a sewing machine 
and sewing equipment so that the women could keep their wardrobes in 
order. Facilities for shampooing and other personal grooming were pro- 
vided. Scarred, heavy, old oak furniture was removed from a small, little- . 
used enclosed porch at one end of the hall. The porch was scrubbed and 
painted. New, bright, lightweight porch furniture was obtained. An at- 
tractive new room where patients could write letters, read, or play cards 
with some degree of quiet and privacy was the result. An unattractive 
outdoor area at the rear of the unit, which had formerly been used as 
an exercise court, was converted into an attractive patio boasting flower 
beds, beach umbrellas, and outdoor furniture. This area was often used 
in the evening for barbecue suppers, outdoor sings, and special parties. 

f The transformation did not take place without great expenditure of 
time and effort and some expenditure of money. The most important 
motivating factor, however, was the imagination and inventiveness with 
which Mrs. S. approached the project. There were nine other units in 
the same building exactly like this one. They remained unchanged. Why 
the nursing personnel of the other units were so lacking in initiative is a 
matter for speculation. Perhaps the administrative hurdles in their path 
were too great. Perhaps they lacked the vision to see the opportunities 
and the determination to carry out similar plans. Initiative, originality, 
and creative imagination such as demonstrated by Mrs. S. are not qualities 
which have been valued in hospital personnel in the past. Rather, con- 
formity and uniformity have been the mark both of the good employee 
and of good hospital organization. > 

3 Common hospital practice in the past has been to build every unit just 
like every other unit, to provide each with the same furniture arranged 
in the same way. The walls were all painted the same color, particularly 
in Federal hospitals. Equipment, procedures, and ward routines were 
Standardized. Emphasis was placed on following rules and regulations 
to the letter. The patient was given an admission bath whether he needed 
it or not. He was dressed in hospital pajamas even if he was able to be 
up and about. His eyeglasses were taken away from him whether he was 
suicidal or not, The rationale for such treatment of the patient was that 
the rules prescribed it. How could anyone be expected to get well in an 
environment of such deadening monotony and so lacking in understand- 
ing of the individual needs of patients? Some psychiatrists believe that there 
are more back-ward patients suffering from institutionalization than from 
schizophrenia, This seems entirely credible when one sees patients con- 
fined to a barren, standardized environment over a period of many years. 
_ Need for Greater Individuality. No logical reason exists why every unit 
in a hospital has to look just like every other unit. Different groups of 
Patients in different stages of recovery require living facilities with dif- 
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ferent furnishings and equipment. Each ward nursing staff should be 
couraged to consult the patients and decide with them what colors an 
decorations would make their unit a happy and pleasant place for them 
to live and work together. The tastes of the superintendent, the nursing 
director, or the purchasing agent should not be imposed upon the pn 
Participation in decisions affecting daily living is an important part o 
democratic structure. 

Increasing the Therapeutic Potential of Hospitalization. The second E 
in making hospitalization a more therapeutic experience for the patie : 
is an examination of the existing ward social structure by personnel ea 
patients. Together in group discussion they should evaluate what is ame 
about it, what is harmful, what is lacking, and what is useful but nee 
modification. The group should then decide what changes can and nee 
to be made as soon as possible and what changes should be made mALS 
slowly or perhaps postponed for a time. Changes in the physical en 
vironment are often easiest and quickest to make. A pot of red geraniums, 
a fresh coat of paint, a pool table, or a new collection of books e 
bring about a quick upsurge in the morale of both patients and personne. 
Such material improvements are enjoyed not only for their own beauty 
or usefulness; they also give tangible evidence to the patients of the con- 
cern and interest of others in their welfare. Though the responsibility 
for supplying these needs rests with the hospital, a specific need may ae 
come the means by which a community group or organization develop 


an interest in the patients of a particular unit and in the work of th 
hospital. 


Reevaluation of Rules and Regulations 


Changes in routines, rules, an 
to make, but are far more im 
program. Patients can 


i i It 
d regulations are slower and more difficu 


regulations may come from var 
haps, or from a visit to another 


hospital where things ation of a new form ° 


ation of rules, The questions of ; 
a routine or rule that is no enp 
n bring to light many rules wnet 
d ward psychiatrists frequently SUS 


ee ae : 3 la- 
Periodically, it is desirable to review all routines, rules, and reg" 
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tions. Nursing treatment procedures. in particular, need to be reexamined 
periodically to keep them abreast of the latest scientific advances and 
current practice. Other rules and regulations also need to be examined 
in the light of current psychiatric thought. Some routines and rules affect 
only a ward unit; others may affect the entire institution. Some pertain 
only to nursing matters; others involve other departments. When such a 
review is made, all the individuals who are involved should meet together 
for a series of conferences. It is often desirable to invite individuals who 
are not directly concerned with the problems under consideration to 
Participate as consultants. If there is a social scientist or a social anthro- 
pologist on the staff, he may make some helpful contributions to the dis- 
cussions. A psychologist or social worker may also be a useful addition 
to the group. 

, In all such discussions the group should ask 
sideration: “What effect will this rule have on individual patients? What 
will it do to the group of patients as a whole?” For example, in regard 
to a rule such as “No patients shall be permitted to carry matches,” sev- 
eral questions for discussion would immediately arise. “Is the threat of 
fire a realistic one?” “Is this group of patients likely to set fire to the in- 
stitution?” “Should the whole group be penalized because one or two 
patients are not completely dependable?” “What does it do to a patient's 


Self-esteem to have to ask a nurse for a light every time he needs one?” 


“Is it logical for a patient to carry matches all weekend at home and 
to the hospital?” “Is 


then have them taken away from him on his return 
this a rule that can be realistically enforced?” “Don’t patients hide 


Matches on the ward and give each other lights?” Discussion should con- 
tinue until a consensus is reached. 

In a democratic social structure rules and regulations are kept to a 
minimum. They are regarded as necessary guides but not as infallible 
Solutions to problems. They should never be slavishly followed. Rules 
should be applied with sufficient flexibility so that the personnel can exer- 
cise judgment in modifying them to meet individual situations. The partic- 
ular needs of each patient should be considered in each instance. This 
Places a great responsibility on the personnel. It requires much greater 
Skill to determine the course of action most beneficial to the patient than 
to adhere strictly to rules. 


The individuals who are to be governed : | shot 
Participate in their formulation. When rules affect their personal liberties, 


the patients should always have representation in the group discussion. 
On Many units the patients themselves are better able to regulate certain 
aspects of ward living than the personnel, for example, smoking, retiring 
and lights out, control of radio and television sets. 


of each rule under con- 


or guided by the rules should 
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OTHER FORMS OF SOCIAL THERAPY 


Patient Government 


One of the newer trends in Psychiatry and psychiatric nursing is the 
motivation of patients to greater participation in their own therapy. At the 
present, much of this work is still very much in the experimental stage. 
Perhaps the best known manifestation of this trend is patient govern: 
ment. The rationale of patient government is the recognition that if a 
psychiatric patient is to get well, in the last analysis, he must do it him- 
self. Psychiatrists, nurses, Psychologists, and other professional people 
can help him to help himself. They can help him to see what he is unable 
to see by himself, They can give him Support so that he will be willing 
to face unpleasant facts about himself, They can take the stumbling 
blocks out of his path, but he must want to get well and must work at 
it. Fortunately, even when a patient is ill, part of his personality is healthy 
and struggling toward healthy adjustments. : 

Patient government attempts to mobilize his will to get well by placing 


sibility on the patient himself and encourag- 
S own treatment. Hyde and Solomon [11] de- 
government which began in 1947 at Boston 
cir article “Patient Government: A New Form 
of Group Therapy,” they define it as follows: “Patient Government is @ 
t to permit the patients to participate in the 
al, express themselves in an organized fashion, 
Care and comfort.” ; 

Psychopathic Hospital held regular meetings» 
cted their own officers, and conducted the!" 


; and suggestions regarding those aspects ° 
the hospital administration which affected them were presented to che 


hospital authorities for action. The group made its own unit or ward rules 


t i ocial activities, and organized many cultura 
and recreational projects [9]. Patient government has also been institute 


in that the patients at this hospital 
They are all men who, for the mo. 
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or until they prove to the court that they have been rehabilitated. These 
circumstances ordinarily would not make for a very encouraging outlook 
either for the patient or for a treatment program. However, this is not the 
case. When a new patient is admitted, the other patients on the receiving 
unit give him an orientation course. This includes a tour of the hospital 
and its facilities, information about the hospital, its philosophy of treat- 


ment, and the principles of patient government. The new patient attends 


the unit meetings of patient government conducted by the local officers. 
d upon. Other matters 


Ward problems are discussed and regulations agree 
Outside the unit jurisdiction are referred to the hospital committee, which 
deals directly with the hospital administrators. i 

The new patient also participates in group therapy conducted by patient 
leaders. Since most of the patients at Atascadero have been inmates of 
some penal institution, they have been conditioned by their previous €x- 
Periences against talking. When they first come to this hospital they are 
afraid to talk. As the principal method for rehabilitation is psychotherapy 
in some form, continued silence on their part would constitute a serious 
impediment to their therapy. However, in patient-conducted group therapy 
Sessions, the new patient gradually comes to believe that the institution 
'S not run on punitive principles, that democratic practices are operative, 
and that he can express himself freely and openly. When the patient has 
reached the point where he can talk about his personal difficulties, he 
IS transferred to a therapy group conducted by a psychiatrist or other pro- 
fessionally trained group therapist. He usually has no difficulty in becom- 
ing an integral member of the new group. The professional staff at Atas- 
cadero gives patient group therapy the credit for this easy transition. 

The patients have also organized an in-service educational program 
for themselves which is very elaborate. Among the patients are some 
Very talented and even scholarly individuals. With the patients them- 
selves as instructors they offer courses in everything from basic reading 
pg Writing to advanced mathematics, astronomy, and logic. A wide variety 
of vocational courses are also offered. The clinical director conducts a 
Seminar for patients in modern concepts of psychiatry, psychiatric treat- 
Ment, and social problems. Discussions are lively at these meetings, and 
the Patients ask many pertinent questions. The patients have also started 
many Occupational and recreational projects. Among these are three 
instrumental music groups: an excellent dance band which plays for all 
Social functions, a band for dedicated jazz fans, and a fine symphony 
Orchestra which is led by a musician who was formerly a member of a 
Nationally known symphony orchestra. ; 

Patients at this hospital are classified into three categories: those who 
carry white identification cards, those who carry red cards, and those 
Without cards, The patients in the latter group are not permitted to leave 
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their own units unaccompanied. Those with red cards have the De 
of the building but not of the grounds. Those with white cards aie 
only free to go anywhere within the limits of the institution but io ns 
by the nursing personnel and the hospital administration as ae oui 
patients without cards and for visitors. Although there are no walls a ra 
the institution, the escorts have never lost a patient. White-card, “i “eh 
leged, patients are also utilized to perform a great many routine ate 
and thus conserve the time of the nursing personnel for more therape 6 
activities. They transport laundry, make trips to the pharmacy, do so 
kinds of clerical work, and perform many other useful tasks. ated 
Possibly one of the most unusual developments of this Samm a 
program is the interest the patients have shown in learning more They 
the psychological, social, and legal aspects of sexual psychopathy. ital 
are avid readers on the subject and make extensive use of Hre Ban a 
library. They have invited prominent judges, lawyers, criminologists, e 
social scientists to discuss their views on the subject with them. The qu o 
tion periods which follow the talks have proved mutually enligiton ae 
speaker and audience. In an attempt to promote better public relati : 
with the community, the patients have invited prominent citizens, de 
men, and heads of community organizations to meet with them. ual 
problem of educating the general public to accept the idea that sex 


E Ye a a em- 
psychopaths are sick individuals needing treatment rather than lost m 


i 3 A solu- 
bers of society for whom segregation and punishment are the only 


problem they face. The same problem has ne 
hospital and many of his staff s 
prejudice is slow in crumbling. In an A 
periment such as this, one can glimpse some of the potentialities for 


TA £ Š mem š 5 + ojnation 
habilitation which lie within the patient himself if one has the imaginat 
and courage to utilize them. 


The Therapeutic Community 
Some of the other 
those in England whic netid 
Jones [12] emplo i munity to refer to an insti 

tional setting desi 


patients. At the 
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Patients are required to attend workshop sessions from 10:00 A.M. to 
12 noon and from 2:00 P.M. to 4:00 P.M. A few patients are also em- 
ployed in the nearby community. Patients are allowed to choose the 
type of work they wish to do, unless there are some specific psychiatric 
contraindications. Each morning from 9:00 A.M. to 10:00 A.M., all patients 
attend group discussions. From 4:00 P.M. to 7:00 p.m. they are free to 
do as they wish. Many are granted passes to leave the hospital grounds. 
In the evening hours from 7:00 p.m. to 9:00 P.M. patients participate in 
Organized social activities which are considered part of the treatment 
plan. Nurses play an important role in the total therapy program. They 
observe the patients, assist those who need encouragement, join in ac- 
tivities, confer with individual patients who wish to talk to them, and take 
Part in the conferences for evaluating the progress of the patients. 

Similarly at Cassel Hospital, a program was set up for the treatment of 
approximately 70 neurotic patients. Newly admitted patients are given 
a complete work-up. They spend their first week under the observation 
of a special nurse who is in charge of the receiving unit. At the end of 
the week, there is an evaluation conference at which a treatment plan is 
worked out for the patient. A great deal of personal freedom is granted 
patients. Rules and regulations are determined by the patients themselves. 
Patients are also expected to engage in some useful activity, such as 
gardening, carpentry, or maintenance work for men and cooking, house- 
Work, sewing, or clerical work for women. A wide variety of social ac- 


tivities are also available. Each nurse on the staff is assigned a specific 
group of patients. It is her responsibility to try to meet their emotional 
hasis is placed on 


needs and facilitate their social adjustment. Great emp 
interpersonal relationships among the patients and between the patients 
and the staff. The goal of therapy is to modify the patients’ neurotic be- 
avior so that they will make better social and work adjustments 1n the 


community, 


Therapeutic Social Clubs 


Another form of social group therapy which originated in England is 
that of therapeutic social clubs. These were developed by Joshua Bierer 
[5] to meet the needs of those patients who were well enough to leave 
the hospital but not sufficiently recovered to participate with any degree 
a success or enjoyment in the social activities of the community. The 
Patient’s psychiatrist could refer the patient to a therapeutic social club. 
Though patients planned their own club activities and carried them out, 
they were guided by a consultant with ic professional back- 
8round. Group discussions enabled patients to analyze the reasons for 
their social failures or successes. Such social clubs helped the members 


a psychiatr 


7 7 
244 WHAT CAN BE DONE FOR THE PATIEN 


> ii 3 a 
to gain confidence in their social abilities and served to bridge the gap 
between hospital life and community social activities. 


Ex-patients’ and Relatives’ Organizations 


Social clubs for patients and their relatives, though their AR 7 
pose is social or educational, also perform a therapeutic role in vate 
the patient to make a smoother adjustment from hospital to — n 
Recovery Incorporated in Chicago, Fountain House in New ia ia, 
Fellowship Club in San Francisco, the Fireside Club in San Jose, apr a 
and the On-Leave Society of Waterloo, Iowa, are a few examples o 3 ni 
clubs. A national organization for relatives and friends of mental patie 


: š ee” re is The 
which is doing a great deal to promote interest in patients’ welfare is 


F $ ost 
Friends of the Mentally Ill. This organization, which has branches in m 
of the large cities of the cou: 


the 
ntry, is doing a great deal to remove 
stigma associated with mental illness. 


Day Hospitals and Night Hospitals 


Programs limited to daytime or ni 
portant development, enabling the p 
family and the community and 


is much less costly than twen 
personnel, and permits more p 
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house, or guest home, where these patients can live after discharge and 
receive some supervision from a psychiatrically oriented housemother. 

_ Foster home placement is a valuable resource for patients ready to be 
discharged who have no home of their own or an unsuitable home. Care 
ma foster home provides the patient with the opportunity to live a hap- 
Pier and more normal life than is possible in an institution. Regular visits 
from a social worker ensure a means of checking on the patient's physical 
and mental health and also on the quality of care given by the foster 
family. This form of social therapy is especially well suited to the needs 
of elderly patients and of young patients, children, and adolescents, who 
need the security of family life and some supervision. 


Inpatient Care for Children 


Emotionally disturbed children may need special treatment in a specially 
Planned children’s unit in addition to other forms of psychiatric therapy. 
Most child psychiatrists believe that a child should remain at home with 
his family and receive outpatient treatment if this is at all possible. How- 
ever, some children are so severely disturbed that they cannot be treated 
at home. In other cases, not the child but the parents or other relatives 
make the family situation unsuitable for the child to remain in during 
therapy. Problems related to the mental or physical illness of a significant 
Person in the child’s life, divorce, death, or separation may make hos- 
Pltalization a necessity. 
wipe tionally disturbed children nee 

Supply the fundamental requiremen g ) 
Teny They need, in addition, an environment which will supply the special 
requirements of maladjusted children. To provide such an environment 
IS one of the most difficult problems in psychiatry. Bettelheim and Syl- 
Vester [3] use the term milieu therapy to describe a program designed 
to meet the social and psychological needs of such patients. Bettelheim 

gives a good description of the use of milieu therapy in the program 

a emotionally disturbed children at the Sonia Shankman Orthogenic 

chool in Chicago, in his book “Love Is Not Enough.” For a description 

= other well-known children’s units, the reader is referred to Reid’s “Resi- 
ential Treatment of Emotionally Disturbed Children” [13]. 

Some children’s inpatient units are patterned on the school situation, 
and others are organized as hospital units. In the latter, nurses play an 
‘portant role in the total treatment of the child. Unfortunately, few 
ane have the special personal and professional qualifications needed 
Or this kind of work. Too often their role has been taken over by other 
Professional workers. However, there have been some outstanding nurses 
TER field of psychiatric nursing. Nurses such 

aynter [16], and Ruth Gilbert [8] have m 


d a kind of inpatient care which 
ts for normal growth and develop- 


as Helen Sutton [8, 18], 
ade important contribu- 
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tions to the literature on the nursing care of emotionally disturbed “pe 
dren. It is hoped that other nurses engaged in this challenging branch ° 
psychiatric nursing will make their experiences available to their colleagues. 
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“Remotivating the Mental Pat 


Part Three 


HOW THE PSYCHIATRIC NURSE WORKS 


The psychiatric patient often suffers from physical difficulties as well as 
purely psychological ones. Some of the physical symptoms may be due 
indirectly to his absorption in his mental conflicts, as a result of which 
he Sleeps poorly, eats improperly, gets insufficient fresh air and exercise. 
In general, he neglects the physical needs of his body, often for many 
weeks or months before coming for medical attention. In other cases, 
Physical symptoms may occur concomitantly with mental illness and further 
add to the distress and anxiety of the patient. Everyone is able to cope 
With difficult life situations better when he is feeling well. Therefore, one 
of the aims of psychiatric treatment is to improve the patient’s general 
Physical well-being. Good physical nursing care should be the basis for 
Bood Psychological nursing. The two aspects of nursing cannot be separated, 


and a psychiatric nurse must be skilled in all aspects of nursing. 


18 Some General Concepts 
of Psychiatric Nursing 


The nurse has an exceptional opportunity to use various kinds of nursing 
procedures not only to achieve bodily comfort and improved health for 
the patient but also as a means of meeting his psychological needs, These 
procedures give her opportunities to minister to the patient which are 
not available to other members of the psychiatric team, such as the social 
worker, the psychologist, even the psychiatrist. She has a means of estab- 
lishing contact with the patient which is accepted by him as a natural part 
of her role as a nurse. She can use a back rub, a bathing procedure, the 
making of a bed, or the administration of a medication to convey comfort, 
reassurance, support, concern, or other psychological needs of the patient. 
Often she can meet his needs more effectively by doing something to make 
him more comfortable than by words. This, of course, means that in the 
physical care of the patient, she pays particular 
logical effects of the procedure. How she carries 
becomes very important. A thoughtless remark, an unsympathetic tone 
of voice, a brusque or impatient movement while performing a nursing 


procedure may increase the patient’s emotional distress instead of alleviat- 
ing it. 


THE UNCOOPERATIVE PATIENT 


l In the general hospital, a patient generally suppresses his anxieties, 
fears, irritations, and other emotional reactions ar 
ingly what the doctors and - Hospital personnel refer 
to him as a cooperative pati i 


a re usually well-liked by 
the nursing staff because he reli 


part but will accept it, knowing that he will be out of the hospital shortly 
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Psychiatric patients, who are not well adjusted, and children, who have 
not yet achieved self-control, are not able to suppress their emotional re- 
actions in order to oblige the hospital staff by being cooperative. In fact, 
such cooperation is frequently impossible for them. The unpredictable 
uncooperativeness of the psychiatric patient often makes the simplest 
nursing procedure a major problem for the nurse. 

The psychiatric patient is unable to cooperate for many reasons. Fre- 
quently, he does not believe that he is ill or in need of treatment. Be- 
cause he is suspicious of the intentions of the physicians and nurses, he 
does all that he can to frustrate their attempts to help him. Sometimes a 
psychiatric patient is unable to cooperate with his treatment because of 
his preoccupation with his phantasy life. Hallucinatory voices may counter- 
mand the requests the nurses make of him. Sometimes he is mute, nega- 
tivistic, and frightened, and in this state, he will not permit anyone to do 
anything for him or to him. Other patients may be so overactive that 
their span of attention is too short for them to remember the nurse’s direc- 
tions or to realize that she is trying to help them get well. 


Modifications of Standard Procedures 


Certain modifications of standard nursin 
made in working with uncooperative p 
modify and how to make the modificati 
beginner in psychiatric nursing. Modific: 
degree of cooperation which can be e 
underlying principles of the procedure 
psychiatric nurse learns to judge not only the degree of cooperation her 
patients are capable of but also the degree of cooperation that she can 
expect from a given patient at a given moment. This May vary at different 
times of the day, depending on fluctuations of the patient’s moods and 
the effects of interactions with the staff and other patients. For example, 
a patient may refuse a treatment immediately after a painful visit with 
his relatives; if the nurse leaves him and returns when he is feeling better, 
he may acquiesce readily. 

Some patients will be cooperative only with certain nurses, who should 
work with them whenever feasible. Other patients 
at certain periods of the day. Depressed patients, for example, tend to be 
very morose in the morning and much more amenable to suggestion in 
the afternoon and evenings. When the nurse is aware of such patterns, she 
can postpone some medications and treatments until the patient is in a 
more cooperative mood. Other treatments, for example, the administration 
of a dose of insulin, have to be carried out at a specified time, but the 
considerate nurse will find that many routine ward activities can be car- 
ried out with enough flexibility to meet the individual needs of the patient. 


procedures often must be 
atients. How to decide what to 
on are difficult problems for the 
ation depends on two factors—the 
xpected from the patient and the 
to be carried out. The experienced 


are more cooperative 
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Gaining Maximum Cooperation 


Many nurses make the mistake of making demands on a patient before 
he has had an opportunity to get acquainted with them and to feel com- 
fortable with them. Patients resent a strange nurse giving them orders or 
making requests of them. One sees a similar reaction in children, who 
become angry when given orders by strange adults. A new nurse should 
make some social contacts with the patient before asking him to cooperate 
with a nursing procedure. The manner in which the nurse solicits coopera- 
tion is important. For many patients, commands or direct questions 
stiffen Opposition to cooperating with the nurse. When a scheduled pro- 
cedure is stated quietly in a matter-of-fact voice, patients are much more 
willing to comply with it. On the other hand, very confused patients may 
need a simple, firm command to overcome their ambivalent feelings and 
to enable them to act. Patients who are in contact with their surroundings 
should always receive an explanation of what the treatment is for and how 
it will be done, Even with uncooperative patients who are partly or com- 
pletely out of contact, the various steps of a procedure should be explained 
briefly by the nurse or her assistant. Even when the patient does not com- 
prehend all that the nurse is telling him, the quiet, even tones of her 
Voice have a calming and reassuring effect on him. 


Teamwork 


ble to cooperate and the procedure is 


One that must be carried out, it may be necessary to carry it out against 
his wishes. It should be stressed strongly, however, that every possible 
Method to gain his cooperation should be tried first. If all these methods 
have failed and no other alternative remains, sufficient personnel should 
be on hand to carry out the procedure smoothly. The assistants should 
always be members of the nursing or medical staff and never patients. 
The psychological effect of having another patient assist is unfavorable 
therapeutically, both for the patient assisting and for the patient being 
treated. Nor should procedures of any kind be carried out in the pres- 
ence of other patients, for they may misinterpret a therapeutic procedure 


as an act of cruelty or punishment. 


The nurse to whom the procedure is 
assistants she needs. She should always have more than adequate help. 


The psychological effect of numbers on even the most psychotic patient 
usually ensures little or no resistance on his part, whereas he might be 
inclined to fight if insufficient personnel were present. A fight often results 
in injury to both patient and personnel. A more than just adequate num- 
ber of assistants will take care of any emergencies that might arise. The 


If the patient is completely una 


delegated should decide how many 
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nurse in charge of the procedure should designate the duties of each of 
her assistants. The nurse in charge usually performs the procedure and 
charts the results, delegating the care and management of the patient 
to her assistants. 


MODIFICATION OF PROCEDURES 


As has been stated previously, it is often necessary to modify the nursing 
procedure itself to suit the psychological condition of the patient. It would 
be courting disaster to bring the standard enema tray and irrigation pole 
into the room of a manic patient or to bring a dressing cart equipped 
with surgical instruments and poisonous solutions into a ward of suicidal 
patients. It is often difficult for the young psychiatric nurse to decide how 
to modify the procedure without impairing its therapeutic effect. If the 
nurse has had public health experience, she will be familiar with the 
practice of substituting home utensils for the equipment used in a hos- 
pital. On the psychiatric service, it is not a matter of substituting equip- 
ment but of adding or, as is more often advisable, subtracting equipment. 


Simplification of Procedures 


dn determining how to simplify a procedure the nurse reviews the under- 
lying principles of the nursing procedure she wishes to use 
degree of cooperation she can e 


and carry the enema can to the patie 
ready prepared and at the proper tem 


> 


may be desirable to take the patient to the b 
bedpan (a potential missile for manics) will n 


Sterile Procedures 


ys far enough away from 
ate them should he free an arm or 
ho are holding him. Since it is ad- 
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visable to have a nurse available to serve the doctor, other nurses should 
be responsible for holding the patient. 


Importance of Psychological Preparation 


If the patient is a sensitive, neurotic person, the nurse should give him 
an exceptionally thorough psychological preparation before beginning a 
procedure. She should be especially careful to drape him adequately and 
to have the temperature of solutions exactly right. Even more important 
are the calmness and security of the nurse herself. She is often able to 
give the patient such a feeling of security that he regards the procedure as 
not at all unpleasant. She needs skill and finesse far beyond that which is 
expected or demanded by the average general hospital patient in caring 
for the type of psychiatric patient who is hypersensitive and often hyper- 
critical. 


Temperature, Pulse, Respiration 


Another problem that the psychiatric nurse encounters in the physical 
care of her patient is that he may be in pain or suffering from some 
physical ailment but be unable or unwilling to notify her. Every psychiatric 
nurse has known of patients who suffered from appendicitis, gall-bladder 
attacks, pneumonia, or other painful illnesses without uttering a word of 
complaint. It is therefore necessary for her to watch carefully for any 
Signs of physical illness. It is helpful when caring for acutely psychotic 
or uncommunicative patients to check temperature, pulse, and respirations 
Occasionally, preferably in the late afternoon or early evening. Tempera- 
ture, pulse, and respiration are, perhaps, the simplest and most reliable 
Objective means for detecting the presence or onset of physical illness. 
The new unbreakable metal thermometers are ideal for taking the tem- 
peratures of psychiatric patients. With a metal thermometer, temperatures 
may be taken orally, which is the most familiar method to most individuals. 

Uncooperative patients should have their temperatures taken rectally 
when unbreakable thermometers are not available. The nurse should re- 
main with the patient and hold the end of the rectal thermometer through- 
out the time necessary to record the temperature. This is to prevent the 
patient from breaking the thermometer accidentally by rolling over or 
intentionally trying to injure himself by breaking it off in his rectum. In 
taking the temperature of an excited or disturbed patient, sufficient help 
should always be available. If the temperature is elevated, another read- 
ing should be taken in three or four hours. When an elevation of tempera- 
ture is noted, the nurse should look carefully for other signs and symptoms 
of illness. If none are found, the following conditions shou!d be considered: 
dehydration, a localized infection such as a boil, an upper respiratory in- 
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fection, or possibly tuberculosis. There are certain contraindications for 
taking temperatures rectally. Patients with severe psychosexual conflicts 
may react violently to the attempt of the nurse or attendant to take his 
temperature per rectum. He may interpret it as a form of sexual attack. 
Other types of psychoneurotic patients have concentrated too much atten- 
tion and interest in the anal region, and the psychiatrist may not wish 
their attention to be focused on this area. 


Weight 


The patient’s weight or, rather, changes in his weight are another indi- 
cation of his general health. Often improvement in his weight curve coin- 
cides with mental improvement, though this is not always true. In many 
psychiatric institutions patients are weighed once a week and a graphic 
chart of their weight curve is kept. Patients who have endocrine disorders 
or who are severe feeding problems may be weighed more frequently. In- 
sulin therapy and some of the drugs used in other somatic therapies often 


cause marked increase in weight. This occurs especially as a result of the 
administration of Thorazine. 


Menstruation 


In women the menstrual periods are fairly reliable indications of physical 
and psychological well-being. Menstruation frequently ceases in depres- 
sions and certain other mental states, as well as in association with mal- 
nutrition, pregnancy, and many physical diseases. Painful and abnormal 
menstrual periods are common in many psychiatric conditions. The cata- 
menial chart should record the psychological reactions to menstruation 
as well as the onset, character, and duration of the period. Some women 
show symptoms of psychological illness only in connection with their 
menstrual periods. 

For a catamenial chart to be most useful, it is desirable to record the 
woman’s reactions not only during the menstrual period but also through- 
out the entire monthly cycle. It is necessary to have a record of several 
monthly cycles before the characteristic pattern for a particular woman 
can be described. Benedek [4] has described a great variety of physical 
and emotional reactions of normal women to menstruation. In mental ill- 
ness these reactions are often much exaggerated, 


FEEDING PROBLEMS 


The whole problem of food and eating is a most important one in psy- 
chiatric nursing. Food has deep psychological implications which play a 
significant role in the personal conflicts of many patients. Man’s earliest 
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associations are related to that period in his life when, as an infant, he 
was held in his mother’s arms to be fed and caressed. Food often comes 
to be used as a symbol for the gratifications experienced in this period 
of his life, such as mother love, security, warmth, and acceptance. If such 
experiences have not been satisfactory, the resulting dissatisfactions can 
be projected onto food and the entire process of eating. It is not strange, 
then, that in the psychiatric hospital problems related to food should be 
quite common. Babcock [1, 2], Tallman [5], and Wittson [6] are among 
the psychiatrists who have written helpful articles on this difficult but 


interesting nursing problem. 


Socializing Factors in Group Eating 


In most institutions, dietary personnel takes care of the preparation of 
the food. In some hospitals, the dietary personnel also serves the food; 
in others, the nursing personnel serves it. However, the actual supervision 
of patients during mealtime has always been the nurse’s responsibility. 
It has been found to be beneficial to have psychiatric patients eat together 
whenever possible rather than by themselves. Eating with others is one 
of the most powerful socializing forces in normal, everyday life. 

The meal hour should be a pleasant and enjoyable one. One of the 
ve dining room or cafeteria. A quiet, restful at- 
by soundproofing the ceiling of the dining room 
and kitchens. A light, well-ventilated room with attractive window cur- 
tains or draperies, pictures, plants, and possibly a bulletin board also con- 
tributes toward making the dining room pleasant. There should be flowers 
or plants on the tables when possible. Many patients enjoy music during 
the meal hour. Colorful plastic dishes may be used instead of the heavy 
earthenware ones so often seen in psychiatric hospitals. If patients are 
adequately supervised, knives, forks, and spoons can be used with no 
greater hazard than accompanied the old custom of giving them only 
tablespoons to eat with. Few things are so humiliating to the patient as 
to be deprived of these symbols of civilized living. 

Since the atmosphere of the dining room should be pleasant and enjoya- 
ble, no patient should eat there who is too disturbed to tolerate group 
contacts. Nor should a patient whose eating habits would be distressing 
for other patients to watch or who is too regressed in his behavior eat 
with the other patients. The patient who requires the entire supervisory 
attention of a nurse at mealtime should be given a tray in his room, ex- 
cept when the psychiatrist or head nurse feels that the social stimulation 
of eating with others is essential to the patient. To see that the meal period 
goes smoothly, a nurse should supervise the dining room. If the eating 
place is a large cafeteria she will need several assistants. 


requisites is an attracti 
mosphere may be achieved 
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Dining-room Supervision 


The role of the nurse during the meal hour should be that of a gracious 
hostess. She should see to it that the atmosphere of the dining room is 
relaxed, comfortable, social, and enjoyable. Patients resent a nurse who 
seems to stand over them and watch them eat; the nurse, therefore, should 
not appear too obtrusive. Patients are usually encouraged to sit with whom- 
ever they wish. Sometimes, however, a skillful nurse can prevent com- 
binations of patients that might result in arguments or unpleasant scenes. 
She can see to it that the shy, lonely patient is not seated off in a corner 
by himself. By keeping one ear on the conversation, she May quiet patients 
who show signs of becoming turbulent. No one patient should be permitted 
to annoy the group. A patient who becomes disturbed during the meal 
hour should be dismissed tactfully from the dining room. 

The nurse should be as flexible as possible in interpreting hospital and 
dietary rules. For patients with special likes and dislikes she may be able 
to manage slight changes in the menu, in the manner of preparation, or 
in the serving of the food. She should see that the kitchen or dietary maids 
are not drawn into arguments with the patients. She may be able to 
anticipate the needs of patients who are unable to ask for what they 
want, and she can assist patients with special eating difficulties. She should 
observe how well each patient is eating so that this may be recorded. She 
may check the silverware on the trays as they are passed back into the 
kitchen. In some hospitals it is her responsibility to see that the kitchen 
maid counts the silver and kitchen cutlery, to check the count if neces- 
sary, and to give a report to the head nurse. 


Individual Trays 


A patient who is emotionally disturbed or who is unable to 
self in the dining room is usually given a tra 
special effort should be made to have the tray as attractive as possible, for 
such patients often have a strong disinclination to eat. It is important to 
keep up the morale of the patient who must eat in his room, Pretty dishes, 
a flower if possible, and some fruit can often be added to make the ordi- 
nary ward menu more tempting. Plastic dishes always should be used for 
the patient who has demonstrated active suicidal intentions. Usually, it 
is desirable for a nurse to sit with him while he is eating, for companion- 
ship as well as to give necessary assistance. The patient often feels more 
comfortable if the nurse brings something for herself to eat. Occasionally, 


a suspicious patient will prefer to eat alone and will not touch his food 
while anyone is present. 


eat by him- 
y in his room by a nurse. A 
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Supervised Feeding 


Some patients have difficulty in starting to eat, but need only to have 
the nurse feed them the first few spoonfuls to be able to continue by 
themselves. The nurse should always encourage them to feed themselves 
as soon as they can. Some patients need to have the nurses feed them 
their entire meal. No patient should ever be spoon-fed forcibly; if a 
patient refuses to open his mouth or to swallow his food, he is too ill to 
be forced to do so and should be fed by means of a gavage tube. In 
spoon-feeding a patient, the nurse should be very relaxed and never 
hurry him, nor should she place larger portions of food in his mouth than 
he can swallow comfortably. Nothing distresses a patient more than inept 
feeding by a nurse. Many a patient who would not eat otherwise will do 
so if a nurse remains with him and encourages him to eat. 


Gavage-feeding 


Since the widespread use of somatic forms of therapy, gavage feeding 
is seldom used. However, occasionally, it becomes necessary to feed a 
patient by gavage. He should always be offered food by mouth before each 
feeding. Many patients will drink the feeding on the tray rather than be 
tube-fed. The passing of the gavage tube into the patient's stomach should 
always be done by a physician. The feeding should be warmed to body 
temperature, and care should be taken not to give too much feeding at 
One time. If the patient has not eaten for a long time or has eaten very 
poorly, he should start with a small feeding of 100 to 250 ml. given three 
or four times a day. The amount of the feeding can be increased gradually, 
and as this is done the frequency of feedings may be decreased. It oc- 
casionally happens that psychiatric patients come to prefer feeding by 
gavage to taking food by mouth. For this reason the physician and nurse 
cone make every effort to see that gavage-feeding does not become a 
abit. 


Refusal of Food 


presents a serious problem in psychological 
a challenge to the interested nurse. Before 


Spoon-feeding or gavage is resorted to, the nurse should make every effort 
to discover why he will not eat. Each patient is a different problem. Each 
will have his own reasons, which he is frequently quite unwilling or un- 
able to reveal to the nurse. She must then use her ingenuity to try to un- 
cover them. Some of the more common delusions underlying refusal of 


The refusal of a patient to eat 
nursing but one that should be 
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foods are that the food is poisoned, that some organ in his alimentary 
system (mouth, throat, stomach, intestines) is obstructed or missing, that 
he is dead or is a supernatural being who does not require food. A de- 
pressed patient frequently believes that he is unworthy to eat. The hos- 
pital food is often strange and unpalatable to a patient of another na- 
tionality or culture, or the hospital food may violate a patient’s religious 
precepts. Suicidal patients often try to starve to death. Some patients do 
not eat because the ingestion of food causes physical pain, for example, 
patients who have trigeminal neuralgia, cancer of the mouth or throat, 
toothache, or badly fitted dental prostheses. The ingestion of food may 
cause psychological pain or distress, as in cases of conversion hysteria and 
anorexia nervosa. 

The patient’s history and the psychiatrist's interviews with the patient 
will often reveal the reasons for his refusal to eat. If not, and if he will 
not tell the nurse, she may discover the reasons from careful observation 
of his behavior and by trying various kinds of foods and various ways of 
serving food. Likes and dislikes of the psychiatric patient regarding food 
should always be taken into consideration and should be catered to in so 
far as the hospital diet can be adapted to meet individual needs. Some- 
times it is as simple a matter as the way of cooking the breakfast eggs or 


preparing the toast. Occasionally, a patient will accept only food which 
has been prepared at home, 


Interval Nourishment 


Nourishment between meals and before bedtime plays an important 
role in a psychiatric ward not only in supplementing the diet of the under- 
nourished but also for Psychological reasons. The Preparation and serving 
of nourishment by the nurse help to promote a strong psychological bond 
between her and her patients, for the reasons mentioned earlier in the 
chapter. The nurse should not neglect to utilize this method of establishing 
a closer relationship with her patients. Parties for birthdays, holidays, and 


other special occasions, teas, and picnics can all be used to promote better 
nurse-patient relationships. 


Overeating (Bulimia) 


Overeating can also present a psychiatric nursing problem. It occurs in 
certain psychoneurotic patients who eat to allay feelings of anxiety and in 
some psychoneurotic women who have unconscious needs to be over- 
weight. However, overeating is most frequently encountered in association 
with certain chronic organic conditions. It is particularly common in senile 
psychoses. In such cases the usual experience of satiation following a meal 
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appears to be absent. Certain schizophrenic patients and certain patients 
with endocrine disorders also indulge in excessive eating. If these patients 
are placed on a restricted diet by their physician, it is then the nurse’s re- 
sponsibility to try to get them to adhere to their diet. When, however, 
overeating occurs on a neurotic basis, for example, when the patient is 
using food as a means of relieving his tension and anxiety, the nurse re- 
gards the overeating as a part of his general problem. In such cases, no 
particular emphasis is placed on the overeating per se. 


ADMINISTRATION OF MEDICATIONS 


In administering medicine to psychiatric patients, there are a few pre- 
cautions to be observed in addition to those usually taken by the con- 
Scientious nurse in general hospital practice. The nurse should be in the 
nursing office with the door locked before she begins to pour medications, 
so that no patient can enter while she is working. If she uses a tray to 
distribute medications, she should not have any drug on it that would be 
harmful to a patient should he snatch it off the tray. Nor should she have 
Several dosages of the same drug. Though each dose would be harmless if 
taken alone, several taken together might be dangerous. For example, 
she should not have a number of medicine glasses each containing 10 
grains of barbital on her tray. This dose would not be dangerous if taken 
alone, but should a suicidal patient upset the tray and gain possession of 
all the medicine glasses, the consequences could be dangerous. If a nurse 
is unfamiliar with the patients on a given service, she should verify the 
identity of each patient before she administers a medication. A confused 
patient may accept anything which is offered to him. Even when asked 
to identify himself, he may give an incorrect answer. Any medication that 
the nurse considers a hazard should be taken directly to the patient for 
whom it is intended. It is most important that a medication never, under 
any circumstances, be left at the patient's bedside table or anywhere where 
it would be accessible to other patients on the ward. 


Precautions in Administering Medications 


e must be extremely careful to observe 


is to make absolutely sure that the patient has actually swallowed the 
drug. Patients have many clever ways to circumvent swallowing their 
medications, and even very experienced psychiatric nurses can be deceived 
if every possible precaution is not taken. Seeing the patient swallow is 
no guarantee that the drug has been ingested. It is possible that the patient 
has swallowed only the water and that the capsule or pill remains stuck 
to the roof of the mouth or lodged in the buccal cavity or under the 


Another precaution that the nurs 
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tongue. Direct inspection, by asking him to open his mouth, may be the 
only way the nurse can find out whether or not he has actually swallowed 
the medication. 

This procedure, of course, should not be used routinely with every 
patient. Here again, it is important that the nurse know her patient and 
know something of what is going on in his thought processes. Patients 
who are most prone to secrete medications are suicidal patients who plan 
to accumulate single doses of medications until they have enough to carry 
out their suicidal intentions. Paranoid patients who believe the doctors are 
trying to poison them by means of the medications will often pretend 
to swallow their medicine and then dispose of it as soon as the nurse’s 
back is turned. Neurotic patients who wish to confuse their psychiatrist 
by producing puzzling symptoms may also secrete medications. Some of 
the common hiding places for medications are in pillows and bedclothes, 
under bedsprings, in cosmetic jars, in ventilators, and in flower pots. 


Attempts to Disguise Medication 


Although the nurse may have many difficulties in getting patients to 
take medicines, she should never mix medications with food in an attempt 
to disguise the medication or to make the patient think he is not receiving 
any. It is practically impossible for medication not to alter the taste of the 
food. When the patient discovers or Suspects that he has been deceived, 
he will lose confidence in the nurse and henceforth will not believe anything 


she says. He may also transfer the distrust to other nurses, to his physi- 
cians, and to the entire institution. An eve 


be that he will suspect that all hospital i 
feeding problem. Import 
his very existence and hi 


Psychological Preparation of Patient for Medication 


The nurse should always state frankly that she is giving the patient 
medicine which his doctor has prescribed for him. The amount and kind 
of psychological preparation she gives will depend entirely on the mental 
state of the individual patient. If she is completely unsuccessful in getting 
the patient to take the medication, she should report the fact to the head 
nurse. The head nurse may follow several courses of action: she may sug- 
gest another approach for the nurse to take, she may suggest that the nurse 
let the patient alone for a while and try later, or she may suggest that 
another nurse who has a stronger relationship with the patient try to give 
the medication. The patient’s doctor may be consulted to see if the medi- 
cation can be omitted or given by some other method, for example, by 
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hypodermic or gavage. Any medication the nurse has been unable to give 
is charted as “refused.” This should not be done, however, until all at- 


tempts have failed. 


Placebos 


The administration of placebos presents special hazards when given to 
psychiatric patients. Generally, the patient discovers or is told by someone 
that he has been receiving only a harmless substance without medicinal 
value and that any effects have been purely psychological. The result of 
this discovery is that the patient often expresses strong resentment both 
toward the nurse who administers the placebos and toward the physician 
who ordered them. If the patient feels that he has been duped, he often 
becomes suspicious of other aspects of his treatment. Another untoward 
effect is that even if the patient should not discover the nature of his medi- 
cation, his apparent dependence on a medication tends to reinforce his 
tendency to attribute his emotional problems to a physical origin. Thus, 
he avoids facing his psychological difficulties and makes no attempt to 
solve them. In addition, the administration of placebos may be a sub- 
stitute for the nurse’s making a genuine effort to meet the patient’s emo- 
tional needs. It is much easier for her to give the patient a pill when he is 
anxious or tense than to sit down with him and help to allay his fears. 
Some recent studies seem to show that the placebo is not the innocuous 
agent it has long been considered to be. Work by Beecher [3] and his as- 
sociates indicates not only that the placebo can have potent psychological 
effects but that it can produce profound physiological effects in some 
individuals, including toxic reactions, allergic phenomena, fainting, nausea, 


and a wide variety of other physical symptoms. 
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19 Personal Reactions of Nurses 
to Psychiatric Patients 


The most difficult problem in psychiatric nursing, the nurse discovers to 
her surprise, is not the care of the Psychiatric patient per se, but her own 
reactions to psychiatric patients and psychiatric situations, Many nurses 
feel extremely guilty when they become aware of their feelings of anger, 
resentment, dislike, or disgust toward patients, feelings which violate their 
concept of themselves as good nurses. Some nurses attempt to control or 
repress these negative reactions and act as though they did not exist. But 
patients are quick to detect inconsistency between what a nurse says and 
does and what she feels. The tone of her voice, her facial expression, 
slips of the tongue, and little unconscious acts of irritability all betray her 
true feelings, 

Emotions cannot be repressed successfully except with great difficulty, 
and then at tremendous cost to the individual. Since the nurse is with 
the patient for many hours of the day, the strain of maintaining such pre- 
tense is virtually unendurable, How, then, does the nurse learn to cope 
with her own reactions to patients? First, she must accept a few ideas 
that up to this time have possibly never occurred to her. She learns that 
she, as a person, plays an important role in the therapy of the patient. In 
psychiatric nursing, she works not primarily by giving medicines or carry- 

means of her own Personality. She endeavors 
her personality will exert a beneficial influence 


on the patient. Her understanding of her own emotions and her knowledge 


of herself will determine to a great extent whether or not she will be ef- 
fective as a nurse therapist [2]. 


NURSE'S NEED TO EVALUATE HER OWN REACTIONS 


In a given situation with a p 


atient. if the nurse does not know herself, 
it will be difficult for her to d 


letermine what part the patient’s emotions 
262 
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played and what part her own emotions played. Just as it is impossible 
to analyze a chemical reaction when two unknown reagents are used, so 
it is impossible to analyze an emotional situation unless the one who 
wishes to understand it is aware of his own reactions and knows what he 
is contributing to the situation. Then he can attempt to understand what 
aS happening to the patient. It is only in a controlled psychological situa- 
tion that scientific therapeutic efforts can be effected and evaluated. A 
nurse would not think of administering a drug to a patient if she were com- 
pletely ignorant of its properties and dosage. Nor can she expect to func- 
tion properly in psychiatric nursing unless she knows what part her own 
Personality plays in a given situation with a patient. 


Universality of Psychiatric Principles 


nd herself, the nurse finds that the principles of 
If, to her friends, and to all so-called “normal” 
people quite as much as they do to the mentally ill patient. Furthermore, 
she finds that these principles apply in exactly the same way. This means 
that the nurse must know something about the development of normal 
Personality, not only to understand her patient but also to understand her- 
self. She soon becomes aware that the same mental mechanisms which 
helped her to understand patients’ behavior also account for many of her 
Own reactions and help her to understand her own feelings. Therefore 
she needs to have a good theoretical background in the psychodynamics 


of human behavior. 


In learning to understa 
psychiatry apply to herse 


Personal Limitations and Potentialities 


se learns her own limitations and po- 


In psychiatric nursing the nur 
She should be reassured that 


tentialities in caring for psychiatric patients. 
there is no one personality type nor any individual nurse who is wholly 
Successful in caring for all types of patients. There are all kinds of patients 
who require psychiatric care, and they need all kinds of nurses to take 
Care of them. One nurse may discover that she is particularly successful 
with excited, hypomanic patients but is frustrated by depressed patients. 
She may even find herself becoming depressed when she remains with 
them too long. 

Another nurse may feel herself becoming irritable with feebleminded 
patients though she shows infinite patience when working with bizarre and 
repressed schizophrenic patients. Still another nurse may be able to rouse 
a catatonic stuporous patient and get him to eat when no other nurse 
on the staff can get any kind of response from him. Yet this nurse may 
not be able to tolerate the pranks of a manic patient. These abilities and 
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disabilities in caring for different kinds of patients usually depend on the 
nurse’s own personality. In general, however, the better her emotional ad- 
justment and the more she understands herself and her patients, the more 
flexible she is apt to be in dealing with patients and the wider the range 
of patients she can care for. 


PSYCHIATRIC NURSING AS RELATIONSHIP 


Psychiatric nursing is basically a human relationship between a nurse 
and an emotionally disturbed Patient. All the factors that enter into any 
human relationship enter into this one also. The mysterious factor of 
liking and disliking, of attraction and repulsion, determines to a large 
extent whether or not it will be possible to develop a relationship with 
a given patient. A psychiatric nurse cannot will herself, simply because 
of her professional and ethical ideals, to like every patient with whom 
she comes in contact. She must expect not to like certain patients, and 
by the same token, she must accept the fact that some patients will not 
like her. This fact is not always easy for the nurse to tolerate. Further- 
more, she must respect the patient’s right to dislike her, and she must 
try to understand both the patient’s negative feelings and her own. 


Accepting Patient’s Hostility 


There are many possible reasons for a patient’s dislike for a nurse. 
Sometimes these reasons are Openly expressed. Often they are quite per- 
sonal in nature, and usually they are irrational, Comments such as “I 
can’t stand red hair,” “I don’t like people who wear glasses,” “You're 
too young to help me,” “I don’t like your accent” are very commonly 


heard. In other instances, the dislikes are not expressed and are difficult to 
discover. Often a real or fancied resemblance of the n 


liked in the patient’s own life is the reason. Sometime 
like of all nurses because they are women and the patient is distrustful 
of all women. One patient would not tolerate any attention from the 
nurses because she suspected her husband, a physician, of having an af- 
fair with his office nurse, 

It is important for the nurse to realize that the 
erally not on a personal basis; that is, 
that she, Mary Jones, has said or done. Often the patient is not even 
aware of the nurse as a person, but he assigns to her a role that belongs 
to someone in his own life, identifies her with this person, and projects 
his feelings about this person onto her. When the nurse realizes this, though 
it is likely to deflate her feeling of self-importance, she is reassured that 
she herself is not responsible for the patient’s feeling of hostility and that 
it is not a reflection on her skill as a Psychiatric nurse. She would indeed 


s there will be a dis- 


Patient’s dislike is gen- 
it is seldom based on something 
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be a poor psychiatric nurse if she did not recognize this fact and reacted 
uncritically to the patient’s feelings for her. There are, however, situations 
in which the patient’s feelings of hostility are based in reality. The nurse 
may have been guilty of doing or saying something which justified the 
anger of the patient. The nurse may be completely unconscious of what 
she has done to provoke this reaction. Therefore, before she attributes 
the patient’s hostility to projected feelings, she should review the situation 
to see whether or not her own behavior might have precipitated it [1, 2, 4]. 


Recognition and Utilization of Positive Feelings 


The patient’s feelings of attraction for a nurse are often based on the 
same mechanism as his dislikes, that is, identification with a well-liked 
person in his own life. Here, similarly, the nurse should realize that she 
deserves no particular credit. The fortunate identification reflects no partic- 
ular skill on her part. However, realizing and accepting this, she can 
utilize the positive feeling—or, to use the psychiatric term, transference— 
to establish a relationship that can be the basis of a valuable therapeutic 
experience for the patient. The patient may also develop a positive feeling 
for a nurse because she seems to him to be just the opposite kind of 
a person from someone with whom he has had an unfortunate experience. 
If, for example, he has had a cold, rejecting mother, a nurse who shows 
warmth and consideration for him may give him a new concept of what 
maternal affection can be like. 


Recognition of Personal Feelings of Hostility 


_ The nurse is not usually aware of her own reasons for liking or dislik- 
ing a patient. Like the patients, the reasons for her feelings lie deep within 
her own personality. Since it is the negative feelings that will cause her 
the most concern and will interfere most with her work, it is well to talk 
about some of the ways in which she can overcome these feelings. 


Working Through Problem of Hostility 


Someone has said that it is only the people we do not know whom we 
dislike. That offers a good starting place for the psychiatric nurse. No mat- 
ter how unattractive, how regressed, or how uninteresting a patient seems, 
once one begins to go deeply into his problems, he becomes a unique and 


worthwhile person. That is why it is so important for the nurse to read 
the patient’s history. It not only gives her information that she needs to 
o accept the patient and 


work intelligently with him but often helps her t t i i 
to understand his trying behavior as symptomatic of his emotional dif- 


ficulties. 
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Discussion with Psychiatrist 


Discussing a very difficult or unattractive patient with his psychiatrist 
often helps the nurse a great deal in overcoming feelings of aversion. 
Sometimes it is necessary only for the psychiatrist to state that he knows 
how difficult it must be for the nurse and to point out the possibilities for 
the patient’s improvement. Understanding and support from the psychiatrist 
have been known to renew the nurse’s flagging efforts to help even very 
hopeless-appearing patients. 

Head nurses and supervisors should permit the nurse to express to them 
her negative feelings toward patients. The expression itself goes a long 
way to dispel these feelings. A discussion centered around the patient’s 
problems will help the nurse to get a better understanding both of him 
and of her own problem. In working with difficult patients a nurse should 
be relieved before she becomes tense and irritable. If she knows that she 
will be with the patient only a short time, she can often work with a patient 
whom she would otherwise not be able to tolerate. 


THE NURSE’S FIRST EXPERIENCE ON A 
PSYCHIATRIC SERVICE 


The experiences of the nurse on a Psychiatric service are different in 
many ways from any experiences that she has had previously in her nursing 
education. She often comes to Psychiatry with many fears and miscon- 
ceptions derived from stories that other nurses have told her, from books 
that she has read, and from plays, movies, television, and radio. The be- 
ginner in psychiatric nursing often does not know what stories to believe 


or what to expect from Psychiatric patients, and her first reaction is usually 
fear. 


Physical Fear of Psychiatric Patients 


The inexperienced nurse is oft 


en afraid of patients. One common fear 
is that of possible physical injur 


y from them. If she is assigned to a dis- 
turbed floor, the locked door and the realization that she too is locked in 
are often frightening. Since her Professional duty as a nurse is to help 
patients, she tries to hide her fears and to appear competent both to ward 
personnel and patients. Though she may have felt fully adequate on other 
nursing services, she may doubt her capabilities on this new service. The 
newness and strangeness of the Psychiatric experience often prevent her 
from recognizing that she is afraid of the patients, or if she does recognize 
it, she is often ashamed to admit it to herself or to others. The nurse’s 
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own unconscious fears and impulses constitute her greatest problem in 
the care of psychiatric patients. 

; Recognition of Fear. The first step in overcoming the fear of personal 
injury is to recognize it. In having this fear she does not differ from others 
who work with psychiatric patients. Everyone experiences the same fear 
the first few days on a psychiatric service, including physicians, other 
nurses, and attendants. Her recognition that it is a perfectly natural and 
usual fear often gives the new nurse courage to tell the head nurse, in- 
structor, or someone else about it. The ability to talk about her fear in 
itself often makes her feel easier and more comfortable. 

The nurse’s awareness of her own fear is the 
first step in the effective management of it. When she has acquired this, 
she is in a better position to evaluate the problem more objectively. Some 
fears may be realistic; there may be factors in a given situation which the 
nurse should recognize as dangerous OF potentially so. Other fears may 
be unrealistic in that they do not have their origin in the actual situation 
but are related to the nurse’s own personal emotional reactions to the 
patient or the situation. An example of a realistic fear would be a fear 
based on a recognition that the patient’s hostility had reached such a point 


that he might have difficulty in maintaining his self-control. An example 


of an unrealistic fear would be a fear of allowing the patient to express 
auy hostility because it might arouse the nurse’s own unconscious fears 
of her ability to maintain self-control. The recognition of a realistic fear 
enables the nurse to utilize safety measures for the patient's protection 
and her own. 

Limitation of Patients’ Aggressiveness. A basic principle of psychiatric 
nursing is that the nurse should not permit the patient to injure himself, 
another patient, or any member of the personnel. If the nurse allows her- 
Self to be injured by a patient, the injury produces a strong feeling of guilt 
in the patient. Her inability to protect herself or control him also increases 
the patient's own fear of the intensity of his hostile impulses. The nurse 
should not permit herself to be left alone in situations where, if trouble 
arose, she would be unable to maintain control. Poor judgment and false 
Pride may deter a nurse from asking for additional help in situations 


where it is indicated. 

Knowledge of the safest way to appro: 
and should be learned at the earliest opp i 
by observing more-experienced nurses at work and from practice sessions 
in the classroom. It is an interesting fact that women nurses and attendants 
are less likely to be injured by men patients than by women patients. 
Similarly, male nurses and attendants can often calm disturbed women 


patients more effectively than nursing personnel of the same sex. The 
presence of women nurses on a disturbed men’s service reduces the number 


The Management of Fear. 


ach and hold patients is also helpful 
ortunity [3]. This may be acquired 
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of accidents and injuries. This has led to the practice of employing women 
in increasing numbers on men’s wards. 

The application of a few basic precautionary measures and better under- 
standing of the patients usually suffice to allay fears of physical injury 
and give the nurse confidence in herself and in her ability to cope with 
disturbed behavior in a patient. However, if the nurse finds that she con- 
tinues to be uneasy and that she dreads going on duty, she may have 
some psychological problems for which she should receive help. Such as- 


sistance will enable her to work far more comfortably and effectively than 
if she tries to overcome her fears by herself. 


Fear of Harming Patient 


widespread among 
feels that, because 
vertently say or d 
cause the patient to suffer a rela 


to traumatize a patient. Ps 
to psychological traumas 


minor slips that are made by the nurse, not from 
itivity but inadvertently, can be utilized by the 
g the patient’s reaction to the incident and for 
in interviews with him. Reassurance that inad- 
kely to cause lasting harm to the patient should 
excuse to avoid learning effective 


vertent errors are not li 


react to this rather tha: 


n to what she actu 
situation. In other wor 
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hh harming the patient is one which at first is very difficult for 
feelings ca z face and accept. This is the existence of certain unconscious 
enit to =) the nurse herself may have toward the patient. It is very diffi- 
patient m nurse to recognize that tactlessness and insensitivity toward a 
lewis f = stem from her own unconscious feelings of hostility. Such 
cae elings may be related to the nurse's feeling of hostility toward 
ngs in her own family or to other experiences in her early life. 


PROBLEMS WITH NEUROTIC PATIENTS 


ace, eee of the new nurse on a psychiatric service with pre- 
eiGininie y psychoneurotic patients are quite different from the problems 
os E aa in nursing psychotic patients. Neurotic patients look and act 
caiit like normal people that the beginner in psychiatric nursing often 
difficul understand why they are hospitalized. Moreover, it is sometimes 

t for her to determine what her function as a nurse is with such 


patients, 


U; y 
nderestimation of Patient 


The inexperienced nurse often cannot identify signs of mental illness 


rae neurotic patient. It takes time and close observation, in addition to 
tion g the patient’s history, before she can see the reasons for hospitaliza- 
sai d. n ne nurse, after reading such a patient s very pathological history, 
whom I just can’t believe this history belongs to the same person with 
estim I played cards this morning.” Another common mistake is to under- 
mild ate the behavior of these patients. Suicidal indications are often so 
or as to pass unnoticed, but successful suicides occur more frequently in 

Patients than in severely depressed patients who are under constant 


reventi 
Preventive observation. 


F * 
Celings of Uselessness 


eurotic patients don’t seem to need 


O 
ne nurse remarked, “These psychon 
ques, and the nurses 


fe) P: i 
a as psychotic patients do. They have their own cli 
no doesn’t want you?” The ap- 


ret of it. How can you help anyone wh i you?” | 
to. dh self-sufficiency of the psychoneurotic patient and his indifference 
seu is nurse are very different from the gratitude and pleasure more 
diite =. ill patients express for nursing attention. At first this may be 
differ a blow to the nurse’s self-esteem. She learns that she must develop 

ent techniques in caring for the neurotic patient. 
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Establishing Rapport 


Psychoneurotic patients are socially much more like normal individuals. 
They do not make friends with the new nurse instantly but take some 
time to get acquainted. They also are more likely to choose critically among 
the nurses available. It takes a while for the new nurse to acquire the same 
acceptance among the patients that the established staff nurse enjoys. The 
new nurse must earn the confidence of her patients before she can develop 
a relationship with them. Only then can she begin to do effective nursing. 


She is judged by her patients, not as a nurse, but as the kind of human 
being she really is. 


Feelings of Inadequacy 


The nurse new to psychiatry often feels lost because at first she does 
not know what to do with herself or how to utilize her time. Few medi- 
cations or treatments need to be administered compared with the number 
given on most medical wards. There is no rushing madly about the ward 
trying to get ahead of the relentless clock. Because she has nothing to do 
with her hands, she feels lost and useless. She also feels guilty when she 
thinks of the busy nurses on other wards of the hospital. She often thinks 
that she isn’t doing anything useful for her patients, as well as feeling 


awkward and unprepared. Nor at this stage of her experience is she able 
to see how she could contribute to the patient’s care. 


Superficial Attitudes 
Some nurses become de 


experience in psychiatry as 
with the patients. It is not 


Pressed by these feelings. Others regard the 
an Opportunity to have a good time socially 
until the nurse has been on the service fel 
g nkling of her professional role as a psychiatric 

g to know her patients, reading their histories» 
heir symptoms. Then, she tries to determine 
g needs are and how she can play a posni 
of the patient, Gradually she recognizes tha 
this most challenging and complex of all types of nursing will require her 


to utilize her total nursing skills, her imagination, and her emotional re- 
sources for effective care of her patients. 


what their particular nursin 
role in the total treatment 


Motivation 


The problem of motivation, or 


st 
how to help the patient make the be 
use of the therapeutic facilities a 


A a a ificult 
vailable to him, is one of the difficu 
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ane which face every psychiatric nurse. Motivation cannot be ef- 
tani ang it is presented as an external authority which attempts to in- 
rat e patient. For example, with rare exceptions (and there are 
i e anr ee in psychiatric nursing), it is useless to try such appeals 
ne take your medicine. Your doctor ordered it for you,” “Will 
e this for me?” “Please hurry up; I have to go off duty soon,” “The 
ard rules say that you must turn off your light at 9:00 p.M.,” “The head 
nurse wants you to go to O.T.” These are all instances in which an appeal 
1s made for the patient’s submission to a particular person or authority 


a fg : k 
and his own wishes are ignored. 


Patient’s Point of View 


at the patient will do something 
ble to him, she stands a much 
fforts. The nurse will have to 
is for each patient. Instead of 


ade ed nurse works on the assumption th 
i it seems good, beneficial, or desira 
ey chance of being successful in her e 
viv ver what the most effective approach h pa 
Saying, “The head nurse wants you to go to O.T.,” it might be more ef- 
fective to suggest, “Would you like to try out the bracelet design which 
you found in the craft magazine last night?” or, to another patient, “If 
zu take this medicine, we could go to the store to buy ice cream for 
eini tonight,” being careful not to imply bribery or threat but simply 
wa ipation of a pleasurable activity after a routine matter is out of the 


Encouraging Patient to Make Decisions 


e to discuss the different aspects 
a decision. Many patients suffer 
ho have prevented them from 


m Patients should be given sufficient tim 
a situation to enable them to reach 


fr i a 
nan dominating figures in their lives W 
naking decisions of their own. The nurse should be careful not to adopt 


tt role. Sometimes the patient will wish to refer some matters to 
fhe Psychiatrist, and this he should be encouraged to do. It is worth all 
Ne time and patience involved if the patient learns to make his own de- 
Cisions and begins to initiate his activities himself. However, when patients 
are confused, acutely psychotic, oF otherwise incapable of making their 
own decisions the nurse should relieve them of the necessity for doing so. 

Ost acutely ill patients are grateful to the nurse for temporarily assuming 


t Apon 
IS responsibility for them. 


Motivati ‘ 
Otivating Convalescent Patient 


ation is getting patients to partici- 


One of the special problems of motiv 
ational therapy. Oddly enough, 


ate j . BS. eae 
Pate in prescribed activities such as occup: 
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this problem is more likely to occur with convalescent patients than with 
the more disturbed ones. The patient who is just emerging from an acute 
phase of his illness is usually eager to do anything that will help him to 
get well. The very patients who are well enough to participate in the 
scheduled occupational activities are the convalescent patients who fre- 
quently appear bored and indifferent when the scheduled time comes. 
For them, the threat of illness is not so keen, the urge to get well not so 
strong, nor are they especially uncomfortable in general. Often they form 
groups of their own, or cliques, and so do not feel the need for socializa- 
tion as do other patients. 

A typical scene often occurs on a convalescent service when the time 
for the occupational therapy period approaches. The nurse goes around 
to the patients sitting in the living room and tells them that it is about 
time for occupational therapy. The response to this announcement is fre- 
quently total lack of interest. Typical comments include such remarks as 
“Oh, childish stuff,” “Just like Kindergarten,” “Same old things to do,” 
“Nothing for a man to do,” “I’d rather stay on the ward and play cards,” 
“I can knit here as well as at O.T.,” “I have some letters to write,” “I 
want to wash my hair.” The nurse often feels a wave of helplessness and 
discouragement sweep over her, particularly if this is a daily occurrence. 


She may react by walking away from the group, or she may remain to 
remonstrate with them. 


Nurse’s Conviction of Value of a Therapy 


How can the nurse help a patient to recognize the value of a form of 
therapy such as occupational therapy? Often the nurse herself has no clear 
concept of the therapeutic principles underlying occupational therapy, 
and she may lack any appreciation of how it can help the patient. If the 
nurse herself does not recognize the efficacy of a treatment or understand 
its therapeutic principles, she has a poor chance of communicating any 
interest in it to her patients. Her lack of enthusiasm becomes obvious tO 
her patients. The most important factor in successfully motivating a patient 
is the nurse’s own inner conviction of the value to be gained. If she presents 
a therapeutic activity to a patient positively, emphasizing its possible 


contribution toward his recovery, he is likely to respond favorably to her 
invitation to participate. 


Nurse’s Knowledge of Principles of Activity 


One common misconception about Occupational therapy is that its pur- 
pose is to amuse and entertain the patient. This idea is often held not 
only by patients but also by some members of the medical and nursing 
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professions. Occupational therapy is generally considered to be not a 
harmless pastime but a valuable adjunct therapy. As such, it is individually 
prescribed for the patient by his psychiatrist. It is just as much a part of 
his treatment as his medications and psychiatric interviews. The nurse 
should consider the patient’s participation in occupational therapy activities 
to be as important therapeutically as an x-ray Or a laboratory test. 

A nurse needs to be adequately informed herself about a therapeutic 
activity before she can help her patient. She can acquire considerable 
information about the various therapeutic activities by reading about them, 
discussing them with various members of the psychiatric team, observing 
them, and seeing their effect on patients. In some of the activities con- 


stituting occupational therapy and recreational therapy it is possible for’ 


the nurse herself to experience some of the beneficial effects. By partici- 
pating in craft classes, dancing classes, art classes, and parties, she can 
gain a personal appreciation of the therapeutic effects the activities can have 
On the patient. Her participation also gives her an opportunity to analyze 
each activity, to find out why, for example, ping-pong is therapeutic 
for one patient but undesirable for another; in the art class she may dis- 
Cover how creative activity can relieve emotional tension and stimulate 


Constructive trends. 


Motivation by Example 


rested in activities such as OC- 


One of the best ways to get patients inte’ y 
m to the patient but to allow 


ppe ional therapy is not to talk about them t j 
im to see the nurse herself and other patients interestedly engaged in one 


of the various projects. No one likes to be left out of an activity that 
everyone else seems to enjoy- Curiosity is often one of the strongest 


motivating forces. 
Motivation Starting from Patient’s Level 


Another point to remember in motivating a patient is that one should 
Start at the point where the patient is and gradually lead him to the 


desired goal. That is, one has to get as close as possible to the mood, 
thoughts, and level of functioning of the patient at a given moment, estab- 
lish contact at that level, and proceed from there. For example, a de- 
Pressed patient, slow in all his actions and wrapped in gloomy thoughts, 
will need to he. motivated quite differently from a hyperactive, manic pa- 
tient. The nurse should be able to imagine how the depressed patient feels 
as he sits slumped in his chair before her. Why should a walk out of 
doors appeal to him? In order to put herself in the patient’s frame of 
mind, it often helps if the nurse, momentarily, becomes a little depressed 
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and slows down herself. When she speaks to the patient she lowers her 
voice and speaks slowly. She finds that comments such as “Come, it’s a 
beautiful day outside. A little fresh air would do you good” are not very 
helpful. Instead, she may make a remark which shows the patient that 
she understands that he is feeling despondent and unhappy. She may 
give him an opening to talk to her about his feelings. When she is sure 
that she has gained his attention and made him aware of her interest in 
him, she may suggest that they continue the conversation in some quiet 
place. Motivating the hyperactive patient to go.for a walk demands an 
entirely different approach. The nurse faced with this situation might 


make a confident approach to the patient, stressing a change of scene and 
opportunity for activity out of doors. 


EXPRESSION OF SEXUAL IMPULSES 


One of the problems encountered b 


y the nurse on the psychiatric service 
is that of handling the patient’s expre: 


ssion of sexual impulses both toward 
herself and toward other patients. Since many psychiatric patients have 
sexual problems, such situations are not infrequent. How the nurse reacts 
in these circumstances is of great importance therapeutically to the patient. 


A shocked, insensitive, or inept nurse can be a hazard on a psychiatric 
ward. 


Analysis of Situation 


The nurse should evaluate each situation carefully and try to determine 


the nature of the patient’s behavior. It is particularly important for her to 
decide whether or not the patient is conscious that his behavior is an 
expression of his sexual impulses. Many patients are completely unaware 
of the sexual significance of their behavior and could be deeply traumatized 
by the nurse’s pointing it out to them in an inept manner. Also, apparently 


sexual behavior may really be an expression of some other basic emotional 
need of the patient, such as the need for security [4]. 


Unconscious Homosexual Behavior of Female Patients 


arly frowned upon in our 
anxiety. Most women are used tO 
ach other’s presence. A certain amount 
between women is considered normal. 
exual stage as a normal phase of emo- 
of it remain even in women who have 


Every nurse recognizes the homos 
tional development. Some traces 
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ma i : Ae : 
de a satisfactory heterosexual adjustment. On the psychiatric service 
y immature women who 


oe also be adolescent girls or emotionall 
Sons E wat through the transitional stage of homosexual development. 
cased shoes and women may develop crushes on the nurse Or show other 
vi rmal homosexual development, the meaning of which is unknown 


Fis nurse, however, should be aware 
avior and be accepting of the patient's immature way of expressing her 


sex i 
amid needs. She should be careful not to reject the patient and yet not 
encourage her to remain at this level of psychosexual development. Un- 

r no condition should she frighten the patient by an unwarranted inter- 


Pretation of her behavior. 


of the significance of the patient’s 


(0) 3 
vert Homosexual Behavior of Female Patients 


di The management of the woman patient who makes conscious and overt 
ae of her homosexual trends is a different problem. Such a patient may 
ean active attempts to seduce the nurse. The B wi is aware os the 
ahs A is in relatively little danger, but the n xR nd rigor 
has to going on may find herself in an si ease : a F i 
sors realize that she is dealing with a sick woman who needs her help 
Th ch as any other patient. ar ; 
Moula nurse needs to be aware of her reactions toward gue m he 
a be careful not to express hostility or resentment toward the patient, 
r should she avoid the patient. She needs to be fair, just, and particularly” 
ie in all encounters with her. Such patients are often jealous, demand- 
a charming, and unreliable. When angered, they can be very cruel. 
enna should sce that she is not maneuvered into situations which they 
nt interpret as showing other than professional interest in them. It is 
a ise to urge unduly that a patient with strong homosexual tendencies 
ie in social activities with the opposite sex, such as ae The 
Yi role is often too threatening in such situations. I the gi 
. VS an inclination to participate, she should be encouraged to o > 
he, the nurse should not be the instigator. The patient mei an ae 
is a ee problem in her interviews with her pe ee fil erapy 
ose Most important aspect of treatment for such patients. owev ee 
sui Se patients often are difficult ward problems, the nurse may nes ne 
PPort of the psychiatrist to help her deal with her own feelings in regard 


to them, 


Ho 
mosexual Behavior in Male Patients 


e nurses and attendants 


atients toward mal e 
cs of the situation are 


Eroti : 
Totic manifestations of male p : 
If the dynamı 


are fr i 
aught with much more danger. 
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not well understood by the nurse or attendant, the resulting tension can be 
explosive in character. The patient may develop an acute panic attack. 
Violent personal assaults may occur. The male nurse has to steer a dif- 
ficult course, avoiding any signs of rejection or disgust on the one hand 
and on the other hand avoiding approval or any added stimulation of the 
patient’s impulses. Sometimes a female nurse or attendant may be able 
to enter the situation and prove much less threatening to the patient 
than male personnel. On the other hand, male patients with latent homo- 


sexual trends often can tolerate only male nurses. This is particularly true 
of schizophrenic patients. 


Heterosexual Behavior of Patients 


It is often difficult for the inexperienced woman nurse to interpret cor- 
rectly erotic manifestations displayed toward her by male patients. Con- 
trary to popular opinion, true adult heterosexual advances are much less 
common in mental patients than in healthy individuals. This is quite un- 
derstandable if one recalls that most Psychiatric patients are emotionally 


immature and that true heterosexuality is one of the attributes of emo- 
tional maturity, 


Oral Dependent Needs 


Much of what a 
‘tually turns out to be something quite different, In 


no cognizance of age. 


Assertion of Masculine Role 


Another type of sexual behavior i 
if.” That is, his amorous behavior 
of real feelings of sexual attraction. 
of the young adolescent in that its pur 
his own ego, to build up his self- 
with evidence of his masculinity. 


s that of the male patient who acts “as 
is an act rather than an expression 
Such behavior is analogous to that 
Pose is to test himself out, to bolster 
confidence. It is meant to impress others 
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This behavior is usually not difficult for the young nurse to cope with 
because it is so close to the level of emotional development that she herself 
has just passed through and that she has already experienced in her dates 
with her high-school boy friends. She can usually handle such behavior 
quite well by turning it aside lightly without hurting the patient’s feelings, 
particularly’if the patient himself is an adolescent or a young adult. It may 
take a keener perception on her part if the patient is an older man or if she 
is an older nurse who may have forgotten typical teen-age behavior. It is im- 
portant for the nurse to recognize this type of behavior as a necessary 
transitory phase in the patient’s emotional growth toward true hetero- 
Sexuality. 

The manifestation of sexual impulses in a patient who has not previously 
expressed any—for example, in a withdrawn, depressed, or very inhibited 
patient—is generally regarded by most psychotherapists as a good prog- 
nostic sign. It is important for the nurse to be observant of such signs 


and report them to the psychiatrist. 


Attraction of Nurse toward Patient 


e to feel strongly attracted toward a partic- 
ular patient, This is a perfectly normal and natural reaction, though some 
nurses have the idea that they are somewhat emotionally invulnerable. 
However, the existence of an attraction must be recognized by the nurse. 
She should not use her professional relationship with her patient to ful- 
fill her own unsatisfied emotional needs. A romantic relationship between 
a nurse and her patient destroys the ability of the nurse as a therapist to 
help the patient. In such a situation, the nurse cannot be objective in de- 
termining the patient’s needs and cannot fulfill them. Therefore she must 
See to it that her personal emotional needs are met outside of her profes- 
Sional life. It is not easy for the nurse to recognize that her interest in the 
Patient is not primarily for his benefit. However, when she does suspect 
that some of her own needs are entering into the relationship, she should 
talk this over with one of her supervisors, an instructor, OF a psychiatrist. 

Emotional needs of the nurse other than romantic ones can also interfere 
with the effectiveness of her work with the patient. It is easy for the nurse 
who has strong and unsatisfied maternal drives to become overprotective 
of her patients. Underlying her behavior is an unconscious wish to keep 
the patient dependent on her. Such a nurse has difficulty in motivating 
the patient to do as much as he is able to do, permitting him to make his 
Own decisions, and in other ways helping him to become more self-reliant 
and independent. In her eyes, the patient is never quite well enough to be 
discharged. This often reinforces the patient’s own dependent wishes, with 
the result that very little therapeutic progress is made. On the other hand, 
some nurses have a tendency to push the patient to do things before he is 


It is also possible for a nurs 
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psychologically ready or able to do them because of their own unsatisfied 
dependency needs which make so-called “indulgence” of the patient in- 
tolerable to them. 

The need to be liked, if unsatisfied in the nurse’s private life, can inter- 
fere with her ability to do anything for a patient which she feels may 
make the patient dislike her. Her need to be liked may become the basis 
for determining her action, rather than a consideration of whether or not 
the action would benefit the patient. Such a nurse cannot make any de- 
mands on the patient or set limits on his behavior. She often permits the 


patient to control situations because she cannot take any action for fear 
of offending him. 
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20 The Problem of Suicide 


The importance of the problem of suicide has been greatly underestimated 
both by the public at large and by the nursing profession. Yet it is one 
of our major public health problems. Suicide ranks as the tenth cause 
of death in the United States. In metropolitan areas the incidence is even 
higher. In San Francisco in 1956 it was the sixth cause of death [8]. In 
1950, 12,000 deaths by suicide occurred in the United States. At the 
Present time, this figure is estimated to be about 20,000. These statis- 
tics do not include many so-called “accidents,” deaths from chronic self- 
destructive behavior such as alcohol and drug addiction, deliberate dis- 
regard for health measures, accident proneness, Or deaths resulting many 
Months later from suicidal attempts [1]. 

The number of suicidal attempts further increases the magnitude of this 
Problem. Bennett [1] estimates that there are five suicidal attempts for 
every one that succeeds, or approximately 100,000 suicidal attempts a 
year in the United States. Unfortunately, the clues to suicidal intentions 
are still disregarded by the family and by the medical and nursing profes- 
Sions. For most persons who do attempt suicide, subsequent treatment is 
largely superficial and on an emergency basis, without recognition of the 
necessity for expert psychiatric care, in spite of the well-known fact that 
a Person who has made one suicidal attempt is likely to make another. 
Shneidman and Farberow [9] in a study of suicides in Los Angeles County 
found that three-fourths of their cases had threatened suicide or made 


Previous attempts. 


Social and Psychological Factors in Suicide 


The idea of suicide is so abhorrent to most people that, as Menninger 
17] Suggests, this may be one of the reasons why suicide is one of the most 
neglected problems of medicine and public health. Because the forces of 
Self-preservation operate with great strength in most people, it is difficult 
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for them to comprehend why some individuals want to destroy themselves. 
Sociologists, psychiatrists, and other psychologically oriented investigators 
have attempted to find some of the reasons for self-destruction [23:6 7, LO]; 
Sociologists have uncovered some interesting information. The problem of 
social status seems to play an important role in suicide. Suicide is more 
prevalent in the upper social classes in America, persons with the highest 
social status being apparently the most vulnerable. In this regard statistics 
show that three times as many white persons commit suicide as Negroes, 
and three times as many men as women. In the military services, officers 
are more prone to commit suicide than enlisted men. During economic 
depressions more suicides occur among members of the managerial group 
than among the workers. This is thought to be due more to distress at 
loss of prestige, the necessity for a lowered standard of living, and the 
concomitant decline in social position than to the actu 
or any real hardship experienced. 


Suicide is more prevalent in cities than in the country. Generally speak- 
ing, the larger the city, the higher the suicide rate. Certain areas of a 
big city seem to contribute disproportionately to the incidence of suicide. 
The center of the city where housing consists primarily of hotels and apart- 
ment buildings for the transient population is one such area, the victims 
being usually people without families or separated from their families. The 
slum areas where the drifters, chronic alcoholics, and other lost members 
of society congregate is another such area. Loneliness seems to be an im- 
portant factor in suicide. 

Loss of group identification with a community or family or both seems 
to make it easier to succumb to suicidal thoughts. The dissolution of fam- 


ily ties by death, divorce, or separation is commonly found in the back- 


ground of suicidal persons. Hence, it is not Surprising to find that statisti- 


cally the highest incidence of suicide is among divorced and separated 
individuals. These are followed by the unmarried, and the lowest rate of 
suicide occurs among married people. Religion seems to have a deterrent 
effect on suicide. The more traditional forms of religion are associated 
with lower suicide rates, Suicide seems to be less prevalent among Catholics 
and Jews than among Protestants, less prevalent among those with re- 
ligious affiliation than among those without any. Some authorities attribute 
the deterrent effect of religion on suicide not so much to religious doctrine 
in regard to suicide as to the feeling of belonging to a closely knit group. 
There also seems to be a positive correlation between suicide and age. 
Suicide occurs relatively infrequently among the young and becomes in- 
creasingly more common in advancing age groups. 


al loss of money 
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Some Psychological Motives for Suicide 


The word suicide means the killing of one’s self, or self-murder. For cen- 

turies the psychological relationship between suicide and murder has been 
recognized. During the Middle Ages, the victim of suicide was regarded 
by the church and legally as a murderer or worse. It was Freud who first 
became aware of the unconscious motivations that drive an individual 
to take his own life. Freud [4] postulated that when an individual’s feel- 
ings of hatred toward another were so strong that he wished to kill him 
but was unable to do so—because that person was too powerful or be- 
cause of ambivalent feelings of love as well as hatred toward him, or be- 
cause of other circumstances which made it impossible to direct his ag- 
gression against that person—he turned his feelings of hatred and aggression 
against himself. Symbolically, when he killed himself he also killed the 
hated person. 
, Many psychiatrists have noted the strong element of spite and revenge 
in every suicide, Suicide is always directed against someone very im- 
portant in the life of the victim. The purpose of the suicide is to punish 
this person for real or fancied wrongs. Suicide notes are frequently ad- 
dressed to him. Sometimes suicide represents a protest against society, 
fate, or circumstances which the individual regards as intolerable rather 
than against a person. Such suicides tend to be very dramatic, for example, 
jumping off the roof of a skyscraper as a protest against the indifference 
of society. 

Suicide, according to Wahl [10], is always an irrational act, even when 
the individual appears rational. It represents a symbolic or magical way 
of solving a difficult problem. One of the irrational ideas that a suicidal 
person may have is that death is not final; therefore, dangerous situations 
do not frighten him. He has a feeling that he is immortal, that he will 
somehow be present after his death to see his grieving and repentant rela- 
tives. Another idea is that one can regain something beloved that was 
lost through a death. Still another idea is that suicide is an atonement 
for all previous misdeeds or that suicide can serve as a sacrifice which 


magically will save others from destruction. 


THE NURSE’S ROLE IN PREVENTION OF SUICIDE 


nt role in the prevention of suicide if they 
learn to detect signs of suicidal intention. Whether the nurse works in 
a Psychiatric hospital, a general hospital, an outpatient clinic, or a com- 
munity health agency, she has a better opportunity than most workers 
in the health field to observe possible suicidal tendencies. What are some 


Nurses can play an importa 
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of the signs she should look for? What indications does an individual 
give that he may be potentially suicidal? 


Depression 


Depression is probably the outstanding symptom in all patients with 
suicidal trends. It is present in 95 per cent of all suicidal cases. The indi- 
vidual generally looks and acts very unhappy, though sometimes he masks 
his depressed mood by a seemingly calm and controlled manner. He may 
or may not express depressed thoughts. He usually manifests a disinterest 
in family, business, and friends that is in marked contrast to his general 
behavior. The depressed individual seems preoccupied with his own 
thoughts and does not enter readily into conversation or activities with 
others. He often wears drab clothes and takes little interest in his personal 
appearance. Speech and action are often markedly slow. He talks little, 
and the topics of his conversation are limited. Morbid ideas about the 
hopelessness of his situation or the poor prognosis of his illness are com- 
mon. If he is very depressed, he may be completely mute. 


Insomnia is frequently present, especially in the early hours of the 
morning. Loss of appetite and a general indifference to food are com- 
mon, with a resulting loss of weight. In women, cessation of menstrua- 
tion may occur, Depressed patients frequently complain of many vague 
physical symptoms, such as lack of energy, gastric distress, constipation, 
or headache. These physical complaints may distract the attention of the 
nurse or physician from the underlying depressed mood. Other individuals 
express a fear of going insane, and this anxiety is 
suicide. Such individuals generally do not suffer from motor retardation 
but pace the floor, wring their hands, have crying spells, twist their cloth- 
ing or hair, and show other signs of anxiety [1]. 


a strong motive for 


History of Previous Attempts 


A history of previous suicidal attempts is another indication of the 
possibility that an individual may attempt suicide again. A person who 
has already attempted suicide is far more likely to carry out suicidal ideas 
than one who has not tried it. Also individuals who have recently suffered 
a severe emotional crisis or are recovering from a depression are especially 
vulnerable. Shneidman and Farberow [9] found that most of their cases 
of suicide occurred during a 90-day period following such a crisis or fol- 
lowing hospitalization for a depression. A histor 
members of the family also seems to make 
self-destruction. 


y of suicide among other 
an individual more prone to 


THE PROBLEM OF SUICIDE 283 


Hallucinations and Delusions 


Psychotic patients sometimes attempt suicide to rid themselves of dis- 
turbing hallucinations, delusions, and ideas of alien control, or of over- 
whelming obsessions, phobias, and compulsions. This occurs, not infre- 
quently, in the early stages of schizophrenia while the patient still retains 
considerable contact with reality. Some patients during their mental illness 
experience ideas of unworthiness and self-sacrifice. They feel that they 
are a burden on their families or the community. Others believe that their 
illness is a punishment for sin or that they are receiving food and medical 
treatment that someone more deserving than themselves should be re- 
Ceiving. Suicide represents to them a means of paying their debt to society. 

Not infrequently, patients suffer from the delusion that they are responsi- 
ble for other patients’ mental illness and that they can atone for this by kill- 
ing themselves. Hallucinatory voices may command a patient to kill himself. 
Other common auditory hallucinations include disparaging remarks that 
suggest suicide to the patient. Typical remarks of this kind are, “You're 
no good. What are you waiting for? What have you got to live for?” 


Delirium 


als are also poor suicidal risks. These 


Confused, disoriented individu 
from organic brain syndromes, 


include delirious patients, patients suffering 
patients with alcohol and drug intoxication, and advanced senile patients. 
In general hospitals, most suicides belong in this category, although suicide 
from depression is also common. The favorite method of suicide for the 
Confused patient is jumping out of a hospital window. Individuals in this 
group tend to be most confused at night and therefore require special 


nighttime precautions. 


Observation by Others 


ends, or social workers may give indi- 


Cations that a patient may be contemplating suicide or has made previous 
attempts. In a psychiatric hospital, the occupational therapist or the art 
instructor may notice that a patient is expressing morbid ideas in his 
Painting or modeling or that he always asks for tools or materials which 
Could be used for suicidal purposes. Other therapists and hospital per- 
Sonnel may provide additional substantiating observations. The psychiatrist 
in his interviews with the patient often discovers overt or latent suicidal 
drives. Sometimes during the course of psychotherapy, a patient who at 
first did not appear to be suicidal may become so as deep conflicts with 


Information from the family, fri 
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suicidal implications are brought to light. It is the Psychiatrist’s duty to 
inform the nurse of this potential danger. Usually the psychiatrist will 


place the patient under preventive observation and direct that special pre- 
cautions be taken. 


Actively and Potentially Suicidal Patients 


Suicidal patients can be classified into two groups: the actively suicidal 
and the potentially suicidal. The actively suicidal patient is one who has 


Planned and Unplanned Suicides 


Some patients plan suicide very carefully; others act on i 
who plan suicide are usually careful to give no inkli 
to anyone. They may plan for weeks or months, workin 
the care, Precision, and Secrecy of a profession 


someone carelessly provides them with an Opport 
guarded window, a door left unlocked, a knife or p 
on a table, or a harmful drug within easy reach. 


unity, such as an un- 
air of scissors forgotten 
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Fallacies regarding Suicide 


Talking about Suicide. There are several dangerous fallacies regarding 
Suicide prevalent among members of the medical and nursing professions. 
It is commonly said that an individual who talks of committing suicide 
will never do so. However, in one-third of the cases studied by Fairbanks 
[3], patients talked of suicide before making the attempt. Such remarks as 
“I won't be here tomorrow,” “I'd rather be dead than go on living like 
this,” “ll kill myself before I'll go to a state hospital,” “Why can’t you 
give me poison instead of this medicine?” are commonly heard expressions 
of suicidal intent. 

Threatening Suicide. Nurses and physicians have very little sympathy 
With hysterical or psychopathic patients who use the threat of suicide as 
an attention-gaining device. Too frequently these nurses and physicians 
tend to dismiss the threat as idle. According to Menninger [7], even though 
the threat is obviously an attention-gaining device, a strong unconscious 
death wish is also present. This may account for the fact that quite often 
the patient’s plans to attract attention or frighten the nursing personnel 
80 slightly awry, with the result that he actually succeeds in committing 
Suicide, Anyone who has been associated with psychiatric patients for any 
length of time has seen this happen. 

The author recalls one case of a young girl diagnosed as a psychopathic 
Personality who had made 19 previous suicidal attempts. All these at- 
tempts were frankly attention-gaining in nature. They were so designed 
that the patient would be promptly discovered and help would be im- 
mediately forthcoming. During her twentieth episode she locked herself 
in the bathroom, called a nurse, and told her she was about to kill her- 
Self, However, when the nurse tried to unlock the door, she was unable 
to do so because the patient had filled the keyhole with soap. The nurse 
hurriedly procured a sharp instrument, cleaned out the keyhole, unlocked 
the door, and found the patient hanging from the shower fixture, dead. 
On closer inspection, the nurse found that the bottom of the tub was 
Wet. The patient apparently had arranged a dramatic scene to frighten 
the nurse. She had torn a towel to make a noose around her neck and 
fastened one end to the plumbing fixture. Then she had slipped and lost 
her balance, and the noose had tightened and strangled her. 

Similar cases have been recorded of hysterical women who frightened 
Telatives and friends by taking sedatives and then calling up someone to 
Notify him of the deed. Frequently such individuals become careless of 
the dosage and take a lethal dose, or else they are not discovered so 
aN as they expected to be, and their little melodrama becomes a 
eality, 
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Response to Suicidal Threat. When a patient states that he is about to 
commit suicide, the nurse, physician, or relative should be extremely care- 
ful not to give a reply that could be interpreted as a dare or as calling 
the patient’s bluff. If the reply is so interpreted, the patient has no alter- 
native but to carry out his threat. The physician or nurse who tells a 
patient, “Don’t you know that dosage wouldn't kill anybody?” or “You 
picked the wrong artery. You should have cut this one if you wanted 
to do a good job,” is simply asking for trouble. Daring a patient to go 
ahead and carry out his suicidal threat is a very dangerous practice. 
Some patients may not carry out the threat, but others will feel obliged 
to prove that they have sufficient courage to do so. 

The best way to deal with Patients who threaten suicide is for the nurse 
to appear calm and unimpressed by the threat. But she should by no 
means be indifferent to the patient himself. On the contrary, she must 
show warmth and interest in him without appearing too much concerned 
about the suicidal threat. Just what action she will take in a specific situa- 
tion will depend upon the Personalities of the patient and the nurse and 
also upon the exigencies of the particular situation. She might place a 
protecting arm around him and Suggest that he talk the situation over 
with her. Diverting him from the suicidal act to something else is often 
he'pful. A skillful nurse can often change the emotional atmosphere by a 
kindly but humorous remark, which makes the melodramatic situation 


collapse. The patient must be able to appreciate the humor and be able 


to laugh at the Situation himself; if he feels that the nurse is laughing at 
him, much harm can be done. 


The tensity of the situation can also be 
channeled into other moods, so 


times by merely persuading the 


Depth of Depression and Suicide. Another f 
patients is th 


Actually, 


allacy regarding suicidal 
e more suicidal they are. 
when they have almost 
just beginning another attack of depression: the 
ects of his illness feels unable to 


ations is that the patients look and 
areful to keep their suicidal thoughts 


to themselves and at the same time are capable of planning and executing 


their suicidal intentions. 


PREVENTION OF SUICIDE 


Concepts regarding the Prevention of suicide 


among hospitalized pa- 
tients have undergone a marked change in the p 


ast few years. Formerly 
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the nurse’s chief efforts were directed toward the removal of all possible 
means of self-destruction and maintaining a close watch on the patient. 
These measures are still considered important, but the primary emphasis 
is elsewhere. It has been observed that patients who commit suicide are 
invariably unhappy, lonely individuals who seem cut off from any real 
communication with others. They seem to feel, often mistakenly, that no 
one really cares for them and that it is impossible for them to have any 
Satisfying relationships with others. However, it has been observed that 
in psychiatric hospitals suicidal patients often develop an attachment to 
the particular nurses who are assigned to their care or even to the hos- 
Pital itself. It is not uncommon for these patients to make such remarks 
to their nurses as “I won't commit suicide when you're on duty. I don’t 
want to get you into trouble,” or “Everybody here has been so good to 
me. I don’t want to cause a scandal at this hospital. so I'll wait until 
I get out to kill myself.” Such patients usually do not make any suicidal 
attempts in the hospital, though they may succumb to their suicidal im- 
pulses while at home. j 


Importance of Nurse-Patient Relationship 


The deterrent to suicide in these instances seems to be the ability of the 
patient to believe that someone is genuinely concerned with him as a 
person, and the wish not to injure that person. The task of the nurse, 
aningful relationship with the patient, in which 


t : 
hen, is to develop a me 
a person. Fromm-Reichmann 


She can convey to him her interest in him as 
[S] also believes that it is important to express concern for the suffering 


Which the patient is experiencing and to encourage him to share these 


feelings, It is also probable that when the patient is assailed by his 
Suicid ain a certain amount of control over them by 


Wcidal impulses, he can gi 
Virtue of the support which he derives from his relationships with signifi- 


ay members of the medical and nursing personnel. In a sense he borrows 
eir control to strengthen his wavering self-control. The stronger the 
Suicidal impulses are, the more available to him the nursing personnel 


Must be, Therefore, for the acutely suicidal patient, special nursing is still 
the best preventive, but the special nurse should be a person who is under- 
Standing of the patient’s emotional needs and not just a kind of detached, 
1Mpersonal bodyguard. With actively suicidal patients it is advisable to 
ave several members of the nursing personnel involved in the care of 
thig Patient, so that he is literally surrounded by a cordon of support. 


(0) ya 
ther Precautions against Suicide 


In placing the emphasis on the nurse’s relationship with the patient 
as the most effective deterrent to suicide, one should not discard other 
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precautionary measures. Patients should not be exposed to opportunities 
for suicide. Many commonplace articles, seemingly innocent, can be con- 
verted to suicidal instruments. Such articles should not be left lying Ea 
carelessly. Only a brief period of time is necessary to carry out a en 
plan, and many patients give no clues or hints that they are contemplating 
suicide. Therefore, the nurse should think of potential opportunities for 
suicide before the patient does. She must take the necessary precautions 
quickly and calmly yet without increasing the patient’s anxiety or sus- 


picion. Her attitude should be one of protecting the patient rather than 
one of outwitting him. 


Actively Suicidal Patients 


Actively suicidal patients need to be specialed; that is, they should 
have a nurse or an attendant, or several if necessary, specially assigned 
to them until the intensity of the suicidal drive has lessened. Actively 
suicidal patients can be better cared for in a psychiatric hospital or on 
the psychiatric unit of a general hospital than at home. It is difficult to 
care for a suicidal patient at home. There are too many facilities in the 
average home that he can utilize for suicidal purposes. The nurse who at- 
tempts to care for a suicidal patient in his home is at a great disadvantage, 
since she is a stranger in a Setting with which the patient is intimately 
familiar. Then, too, kindly, well-intentioned, but often misguided inter- 


ference by members of the family and friends makes it impossible for her 
to supervise the patient effectively. 


Care of Suicidal Patient in General Hospital 


Sometimes it is necessary to car 
or surgical ward of a general hos 
ties are available or because the 


ays be stationed between 
s that could be used for 


om the room. This would include 
cords on window shades, bed-signal cords, and glassware. The bathroom 


should be kept locked. Nothing that could be dangerous should be left 
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in the bedside stand. Medicines, thermometer jars, and rubbing lotions 
should be kept in the locked bathroom. The special nurse should not leave 
the patient unattended for an instant. The floor personnel should bring 
the special nurse diet trays, linen, medicines, and whatever else she needs 
for the care of her patient. 

If a single room and special nurses are not available, the patient’s bed 
should be placed as close to the head nurse’s desk as possible so that he 
can be watched. If the suicidal patient must be cared for on a ward, a 
responsible convalescent patient may have his bed placed nearby so that he 
can signal the nurse if he notices any suspicious suicidal movements, though 
it is generally not wise to make another patient responsible for watching a 
Suicidal patient. 


Care of Suicidal Patient in a Patient Unit 


Whenever possible, a suicidal patient should be cared for on a psychiatric 
unit which provides the nursing personnel with facilities to make super- 
vision easier. However, even on a psychiatric unit, actively suicidal patients 
need specially assigned nurses. Patients who have expressed some suicidal 
trends but are not considered actively suicidal are usually placed by the 
Psychiatrist on suicidal precaution or suicidal observation. Such patients 
should be visited by the nursing personnel at brief intervals day and night. 
Even during the intervals between visits, the nurse should know where the 
patient is and what he is doing. The good psychiatric nurse, like the care- 
ful mother, develops a sort of sixth sense that enables her to feel when 
Something is not quite right with the patient. 


Special Precautions 


_ Special precautions include all those procedures and routines which are 
instituted for the purpose of minimizing the means of self-injury available 
to patients with strong suicidal trends. These vary greatly from one psychi- 
atric hospital to another depending on the physical structure of the unit, 
the nursing personnel available, and the philosophy of treatment of the 
Particular hospital. A well-designed unit in which the nurses are able to ob- 
Serve the patients easily, where laundry chutes, medicine closets, cleaning 
closets, and plumbing and electrical fixtures are designed with this special 
Problem in mind, where windows, porches, stairways, and elevators are 
Protected can greatly reduce the number of special precautionary measures 
needed. 

One of the most important factors, however, in determining the need 
for special suicidal precautions is the available nursing personnel. In gen- 
eral, the more nurses assigned to a unit, the fewer artificial restrictions need 
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be placed on the patients. A unit which is staffed by inexperienced nursing 
personnel or rapidly changing personnel, for example, one largely gd 
posed of students, would need more and stricter precautionary measure 
than a unit staffed by experienced nurses who know the patients well. Also, 
the number of patients with suicidal trends and the severity of their illness 
must be taken into consideration. 

The philosophy of treatment is also an important factor affecting the 
kind and number of precautionary measures taken. In some psychiatric 
hospitals, the fear of suicide is so great that the administrative policy is 
influenced by it, much as a prison is constantly on guard to prevent the 
escape of a prisoner. In such a hospital, a successful suicide constitutes 
evidence of dereliction of duty on the part of the personnel. Suicidal pre- 
cautions in such a hospital tend to be elaborate and rigidly enforced. ; 

In recent years, many psychiatrists have felt that primarily relying on strict 
rules and precautionary measures defeats the very purpose for which the 
patient is hospitalized. Though the patient may have been prevented from 
committing suicide thereby, this policy has had a very destructive effect on 
the patient’s chance of ever getting well again. In a situation presumably 
designed to protect the patient, he often suffered a great loss of personal 
freedom. Many of his personal possessions were taken away from him as 
potentially dangerous, his glasses, dentures, belt, necktie, clothes, cosmetics, 
and smoking materials. He was also subjected to periodic searches and 
many kinds of checks. Yet most suicidal patients suffer from feelings of 
self-depreciation, lack of self-confidence, confusion, and uncertainty. These 
feelings are increased when the patients are deprived of those things which 
give them a sense of personal identity and of their own value as individuals. 

The nursing Personnel must therefore find a middle way between the 
extremes of too lax rou allow the patient an opportunity 
for self-destruction, an ons, which destroy the patient's 
motivation to d be developed for each unit of 


Sharp Instruments, Silver, and Glassware. In a ward where suicidal 
patients are customarily cared for, Precautionary measures are instituted 


to aid the nurse in her difficult task of watching the suicidal patient. Elec- 
tric razors should be used whenever possible. Sharp instruments such as 
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scissors, manicuring equipment, and surgical instruments are kept in the 
nursing office and listed. They are used by a patient under the supervision 
of a member of the nursing personnel. It is also customary to check silver- 
ware used in serving meals after each meal. Glassware used for giving 
nourishments and medicines should be checked to see that none has been 
left behind on the ward. 

Drugs and Other Poisons. All drugs, disinfectants, cleaning fluids, and 
insecticides should be kept in locked closets. Poisonous drugs should be 
kept behind two locked doors as a double precaution. The door of the 
nursing office should always be locked before the nurse pours her medi- 
cines. The drug cabinet should be in a locked nursing office, not in a 
corridor or an open nursing office as it sometimes is in a general hospital. 
This is to prevent a patient from coming up behind a nurse as she is pour- 
ing medicines and obtaining some of the drugs. Narcotics are usually 
locked in a special compartment within the medicine cabinet. 

When doing surgical dressings on the ward that require some poisonous 
substance, the nurse need take only as much out of the nursing office or 
treatment room as is required by the treatment. If, for example, iodine is 
to be used, a small amount may be poured in a medicine glass instead of 
taking the entire bottle out on the ward. Special care should also be taken 
with dangerous disinfecting solutions. If there is a choice, the less toxic 
Substance should be used. 

Housekeeping Supplies. Many of the preparations used by the cleaning 
Men and kitchen maids are very poisonous. These preparations are fre- 
quently used by patients for suicidal purposes, rigid care should therefore 
be taken of them. Fly, roach, and bedbug exterminators, Lysol, lye, rat 
Poison, Sani-Flush, and ammonia are among the common household prep- 
arations that are dangerous. As many of these as possible should be 
eliminated from storage on the ward. It is often advisable to keep necessary 
but harmful preparations locked in the nursing office and to have the 
Nurses issue them as needed to the maids. Never should a whole container 
be allowed to go out on the ward. Solutions should be weak enough so 
that, even if the patient should succeed in drinking some, the concentration 
Would not be sufficient to be harmful. 

Occupational Therapy Department. 
these same precautions should be observed. Tur 
in that department most frequently used for suicidal purposes. 

Visitors. Visiting hours bring many additional hazerds to the ward for 
Suicidal Patients. All incoming packages should be taken to the nursing 
Office on the ward and there inspected by a nurse for dangerous objects 
before being given to a patient. Visitors often give patients small articles 
from their pockets or purses, unaware of their dangerous potentialities. 


In the occupational therapy shops 
pentine is the substance 
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Since almost any object can be used for suicidal purposes, only those 
which are frank hazard should be restricted. For the shy and sensitive 
patient restrictions on commonplace articles can be very humiliating. It is 
the author’s feeling that a warm relationship with the patient is by far the 
best form of precaution and that the psychological effect of Temoving too 
many familiar articles from the patient increases his interest in committing 
suicide, by making the whole situation a kind of game of wits that he can 
play with the nursing personnel. 


Ward Routine and Opportunities for Suicide 


The time of the day when the nursin 
suicidal attempts is in the earl 
awakening. This is the time whe 


g staff must be most on guard for 
y morning hours when the patients are 
n the night nurse is eager to finish her work 
and get her reports written. There is more or less confusion, which makes 
it easy to attempt suicide unnoticed. This is also a time when depressed 
patients, thinking of the difficulties of the coming day, tend to have suicidal 
impulses. Patients quickly learn the ward routine and know when there is 
most confusion on the ward and when the floor is short-staffed. These 
periods include mealtimes and changes of shift. Sundays and holidays are 
difficult days because of the reduced personnel. Visiting days can also make 
for suicidal trends because of the unhappiness caused patients by the non- 


appearance of expected visitors or by distressing visits with relatives Or 
friends. 
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21 Acquiring Expertness 
in Psychiatric Nursing 


The modern psychiatric hospital strives to treat ; 
tensively and to return them to the community as soon as possible. To this 
end, a carefully planned physical environment and a democratic social 
structure are necessary. However, most important to any program designed 
to treat patients effectively is adequately trained personnel. Very few nurses, 
professional or nonprofessional, have the kind of education and experience 
needed for this kind of nursing when they are employed. Therefore, an 
essential part of any therapeutic Program is a provision for the acquisition 
of the theory and philosophy of psychiatric treatment by the nursing staff. 

Almost every psychiatric hospital provides a brief orientation course for 
new employees. Some hospitals have an in-service training program for new 
attendants. Many hospitals also have psychiatric nursing -programs for 
affiliate and graduate nursing students, However, staff nurses and attendants 
who have the continuing responsibility for giving nursing care are often 
neglected. They need an in-service educational program to meet the in- 


creasingly difficult demands made on them in a therapeutically oriented 
hospital environment. 


The in-service educational 


psychiatric patients in- 


program, to be effective, should be under the 
direction of an In-service Educational Director. She should be the most 
able professional psychiatric nurse or educator available. It should be her 
responsibility to plan the kind of program which will best meet the needs of 
the nursing personnel of the hospital. She should also enlist the participa- 
tion of psychiatrists, psychologists, social workers, and other staff members 
in the teaching program. Her job really has two aspects. One is to provide 
a way of giving new personnel the necessary background in the theory and 
principles of psychiatric nursing which will bring them in line with the rest 
of the permanent staff. This task is similar to teaching student nurses Of 


new attendants, and does not present any great difficulties. In the second 
294 
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aspect of her job she confronts the far more difficult task of encouraging 
the permanent nursing personnel to maintain a fresh interest in their work 
and to develop their professional potentialities further. 

The educational director must often face the problem of finding time for 
educational purposes—time which must be taken from the eight-hour period 
of daily service. Some administrators object to instruction on duty time. 
They still need to be convinced that duty time so utilized can pay rich 
dividends in improved nursing care. In this respect, hospitals lag behind 
industrial organizations, which often have elaborate in-service training 
programs. Industrial executives are well aware that in-service training of 
personnel is a necessity as industrial techniques become increasingly more 
complex. Yet nursing mentally ill patients is a far more complex task than 
is confronted in an industrial job. 


METHODS FOR IN-SERVICE EDUCATION 
Ward Conferences 


Some of the methods for increasing the therapeutic skill of nursing 
personnel which have proved useful include ward conferences, sociodrama, 
and individual counseling. Ward conferences can be very effective for units 
that have sufficient personnel to form a group. The purpose of the ward 
conference is to discuss the reactions of the staff! members themselves in 
caring for patients. It is not designed for the discussion of administrative 
Problems or the therapy of particular patients, except possibly indirectly. 
The emphasis of the discussion is on the emotional reactions, attitudes, 
Prejudices, and feelings of the personnel. These conferences may be called 
by the head nurse, but she should not dominate the group. Sometimes it is 
helpful to have a psychiatrist or other member of a nonnursing profession 
Present to help the group work through its problems. Essentially these 
conferences are a form of group therapy for the personnel. 

Such conferences have several important results. They drain off the 
tensions and frustrations of the working situation. The individual nurse is 
buoyed up by group support. She feels that she is not alone with her 
Problem, She has an opportunity to look at it objectively and often gains 
fresh ideas for its possible solution. The permissive atmosphere of the 
Soup enables her to ventilate negative feelings toward unpleasant or 
difficult patients or personnel. Most important of all, she begins to learn 
to use her own resources rather than always looking to others for solutions 
to her problems. This type of conference is one of the most effective ways 
of changing old attitudes and developing more professional ones [3, 7]. 
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Patient Care Conferences 


The patient care conference is another method of helping the personnel 
work more effectively with patients. The focus of this conference is the 
patient’s therapy. This conference is composed of the unit nursing person= 
nel, the psychiatrists who have patients on the unit, the nursing supervisor, 
the social worker, psychologist, and rehabilitation therapists who work with 
the patients on the unit. At this conference, the patient's therapeutic 
progress, or lack of progress, is reviewed and the possible reasons for it 
are discussed frankly, The psychiatrist is expected to share his information 
about the patient with the group. In addition to information about the 
patient’s illness, the group needs to know something of what is going on in 
the patient’s interviews with the psychiatrist and how this is related to the 
behavior the nurses observe on the unit. 

The group may also find it helpful for the psychiatrist to discuss the 
dynamics of the patient’s problem so that they can deal with his behavior 
in a more meaningful way. The psychologist may be able to contribute 
pertinent information which the patient consciously or unconsciously has 
ample, that the patient has strong self- 
iplinary group such as this one, informa- 
ll the Participants. The particular frame 
cipline views the patient and his therapy 
ursing personnel to get a fresh slant on 
ch conferences sharpen the personnel’s 
» deepen the understanding of the patient as 

native ways of solving nursing problems. 


Continuous Treatment Review 


continuous treatment review is one who is being 
treated by collaborative th 
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special nurse assigned to work with him; the significant relatives in his 
family are being seen in interviews with psychiatrists, social workers, or 
clinical psychologists. The patient has also had a battery of psychological 
tests. All the individuals who are treating the patient or his relatives or 
are otherwise involved in the total treatment plan meet together. For 
example, rehabilitation therapists, the supervisors of the various therapists, 
ag the head nurse of the unit on which the patient resides meet weekly 
iscuss the therapy in detail and to report on progress made since the 
Previous week. Only those who are involved in the treatment of the patient 
are present. Everyone is concerned with learning as much as possible about 
the case, and frank discussion is encouraged. 
ona member of the group is expected to participate actively in the dis- 
eet Every member is on an equal footing with every other member, 
Sor ess of whether he is the newest student or the senior psychiatrist. 
Each minniod enables each member to examine critically what he is doing. 
io i i should be prepared to explain the rationale for his therapy 
> other participants. It is interesting to take note of the appearance 
peat ee aa of various symptoms in the patient during the course of 
Fro ment and to try to understand the effect therapy had on these changes. 
meen a comparison of the accounts of various therapists, the group can 
‘ae a the patient uses the same patterns of neurotic behavior with mem- 
fr. Me the therapeutic team that he formerly used with his family. Although 
em ma of learning experience may not be possible for every member of 
rsing staff, it does constitute a very fruitful experience for those nurses 


w ; vane 
ho are able to participate in it. 


Sociodrama 


e method of helping nurses to analyze 
thus further their nursing skills. 
erent instructors may range from 
taneity techniques developed by 
rovides an excellent laboratory 


ae can be a very effectiv 
The Interactions with the patients, and 
Perea og as techniques used by diff 

ured role-playing methods to the spon 


Rie [8]. The sociodrama workshop P 
uation in which the two-way interaction processes between nurse and 


Peo can be examined. The participants can become aware of how they 
‘ _Teacting to patients and how their behavior affects patients. In the 
Ociodrama method used by the author, one of the participants relates an 
gy situation in which she was involved and which she feels she might 
ave handled more effectively. If this is a problem in which the other 
Participants are also interested, they agree to try to help her. 
Pd example, one of the participants in a sociodrama group, Miss A., 
ing. T the following incident, which had taken place the day of the meet- 
rs hat morning she made a special effort to find time to talk to her 
ent, Mary, who was a withdrawn young woman. As Miss A. sat down 
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and began to talk to her, Peggy, a noisy adolescent, pushed herself aggres- 
sively into the situation. Soon Miss A. found herself involved in argument 
with Peggy. Mary, her patient, was completely neglected. Miss A.’s ques- 
tion to the group was “What should I have done about Peggy so that she 
wouldn’t interrupt my work with Mary?” Since Peggy was well known to 
most of the group and several members had also had problems with her, 
the group thought this might be an interesting situation to explore. Miss A. 
chose two members of the group to play the roles of Peggy and Mary, and 
the incident which had taken place several hours earlier was reenacted for 
the group. 

The group saw Mary (played by another member of the group) in a 
corner of the living room reading a book. Miss A., who sat awkwardly on 
a chair near her, was trying hard to make light conversation but getting 
only a few, grudging monosyllabic responses from Mary. Then came a long 
silence, during which the nurse, Miss A., looked increasingly uncomfortable. 
Suddenly and noisily, Peggy approached, sliding forward on a chair as 
though she were riding a rocking horse, and demanded that Miss A. take 
her for a walk. Miss A. turned quickly from the morose Mary to Peggy; 
with a look of intense relief on her face. She began to scold Peggy for 
interrupting and then started to enumerate the reasons why she could not 
take her out. But throughout the conversation her attention was focused on 
Peggy. Mary was completely ignored in spite of the fact that Peggy made 
several attempts to bring Mary into the conversation. Miss A. also ignored 
the fact that there were two other nurses available who could have taken 
care of Peggy’s need for attention. 

When the group pointed out these observations to Miss A., she was very 
surprised. However, she was able to recognize that her real problem was 
= Peasy at all but her discomfort in the presence of the taciturn and 
ela ree sha group then was able to help her find ways which would 

more comfortable in Mary’s presence. They also gave her 
some leads for meeting some of Mary’s emotional needs more effectively- 
From this experience, Miss A. derived some insight into her own emotional 
Concho gene guesting of Mary and her probleme. THO 
to Mary in a much less hrean, x x out several methods of appie i 
Miss A. had a feeling of greater i nne than the actual ward tuane 
a teed a urity in her own ability to work with 
y she next made contact with her, and at the same time she had 

an opportunity to test out what she had learned, 


Counseling 


For psychiatric units staffed by only two or three nurses or attendants, it 


may be difficult to get the personnel to attend conferences, group discus- 
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sions, and workshops sufficiently often to make them as valuable educa- 
tionally as they can be. Nevertheless, every effort should be made to enable 
the personnel to participate whenever possible; in addition, some other aid 
must be planned for them. More individual teaching and personal assistance 
are needed to give these relatively isolated persons help in developing greater 
professional ability and in achieving more personal satisfaction in their 
work. Some form of counseling may provide this needed assistance. The 
counselor may be the educational director or one of her assistants. Some- 
times the unit nursing supervisor or the head nurse may be given counseling 
duties, provided that she has the necessary time and skills. If she is given 
this additional responsibility, she should recognize the difference between 
her role as counselor and as administrator. 

A counseling conference or interview is generally more satisfactory if the 
Nurse can get away from the ward unit to the greater peace and privacy of 
the counselor’s office. Conferences may be arranged at an hour when the 
nurse can be relieved from duty. If this is not possible, the counselor must 
go to the unit to confer in some relatively quiet corner. The counselor first 
listens to the problems presented by the nurse, who should have ample time 
to talk as fully and freely as she wishes, with as little interruption from the 
counselor as possible. Then, together, they may explore the problem more 
thoroughly until the nurse begins to gain some new insight into her prob- 
lems. For a fuller discussion of some techniques of counseling which may 
be helpful, the reader is referred to Carl Rogers’ [10, 11] “Counseling and 
Psychotherapy” and “Client-centered Therapy.” 

For maximum effectiveness counseling conferences should be regularly 
scheduled, preferably one hour a week. It is the week-to-week continuity 
Which enables the counselor really to know the individual nurse and 
understand her problems. Only after this understanding has developed will 
the nurse be able to accept help from the counselor. The counselor also 
May assist the nurse in developing her therapeutic skills by encouraging her 
to talk about her individual and unique problems. The knowledge that a 
Special time is set aside to discuss her problems helps the nurse to focus 
her attention on what she is doing with patients in a way that she would 
Not be likely to do otherwise. 
ex Perficially, a counseling program m 
expenditure of time. In actual practice, however, 
invaluable contributions. It may help to develop abler and better-prepared 
nurses on the staff, for example, and it has proved to be one of the most 
reliable methods of improving the quality of nursing care and increasing 
the effectiveness with which the nursing personnel is utilized. Actually, 
What the nurse receives from the counseling experience she can utilize 
waay in her work with patients. A nurse cannot give a patient what she 

experienced herself. Therefore, the emotional support, the under- 


ay seem to require an extravagant 
such a program can make 
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standing, and the insight she receives in her own conferences from her 
counselor she, in turn, is able to give to her patients. One hour a week 
spent in counseling with a staff nurse may benefit every patient with whom 
the nurse comes into contact during the week. Counseling is not only a 
valuable adjunct to the educational experience of new nursing personnel; 
it may also be useful to experienced personnel who may not require some 
of the other types of in-service education. 


Evening and Night Personnel 


Some provision should be made for the educational needs of the nursing 
personnel on the evening and night shifts of duty. There are generally lulls 
in the routine which can be utilized for this purpose. Evening and night 
personnel often are dissatisfied with their assignments because they feel 
that they have no Opportunity to keep up with new ideas or develop new 
nursing skills. Some form of in-service education should be provided to meet 
their special needs. One famous English hospital assigned an instructor to 
the night shift and scheduled classes for nurses between 1:00 a.M. and 
3:00 A.M. 

The evening shift (4:00 p.m. to 12:00 midnight) seems to offer op- 
portunities for a social therapeutic approach to patients by the nursing 
Staff which is largely unrealized. Coverage for this shift is often kept at a 
bare minimum—less than one-half to one-third of the day shift. The few 
nurses who are on duty during this period have so many routine activities 
to occupy them that little time remains for therapeutic work with the 
patients. The rehabilitation departments in many hospitals have recognized 
the opportunities inherent in the evening hours and are utilizing this time 
for recreational therapy. Many recreation departments provide a program 
of activities for patients which continues until the patients’ bedtime. Often 
these Tecreational programs add to the nurses’ duties the responsibility for 
escorting the patients to and from activities. Thus, even less time is available 


to give nursing care to those patients who do not participate in the recre- 
ational activities. 


Very little has been d 
keeping, administrative, 
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make the evening shift more attractive to nurses, to staff it more ade- 
quately, and to provide better supervision and educational opportunities 
for it. Perhaps the development of the therapeutic potentialities of the 
evening hours is an area of nursing particularly suited to the abilities of 
the older psychiatric nurse. 


CHANGING ROLE OF THE PSYCHIATRIC NURSE 


Today both psychiatrist and patient demand expertness of the psychiatric 
nurse. The psychiatrist wants to be able to delegate certain aspects of the 
patient’s care to the nurse. He expects her to handle these aspects skillfully, 
using her imagination to develop effective methods for achieving favorable 
results. The patient also has a right to expect expertness from the nurse, 
expertness in understanding him and helping him. These demands require 
that the nurse assume a more active nursing role. She no longer can rely 
on the psychiatrist to tell her how to do her job. Formerly, the psychiatrist 
Wrote nursing orders telling the nurse how to manage a patient, what to do 


in specific situations, and even what to feel. Now, she no longer waits pas- 


sively until the patient’s behavior demands a response from her. 


The expertness of the psychiatric nurse of the past meant expertness in 
nursing procedures. The expertness of the psychiatric nurse today means 
expertness in interpersonal relationships, that is, a high degree of awareness 
Of the patient’s psychological needs and a high degree of skill in meeting 
these needs [2, 6, 12]. The current demand for expertness places more re- 
Sponsibility on the nurse to keep abreast of the advances in psychiatric 
nursing, In-service education is an invaluable aid in fulfilling this respon- 
sibility, Nurses must also keep up with current literature in psychiatry and 
Nursing. Advanced psychiatric nursing programs in universities, psychiatric 
nursing institutes, and workshops provide other means of becoming 


aware of new ideas and their practical implications. 


Expertness and Research 


_ Research is one of the most effective methods that a nurse can use to 
Mcrease her expertness in psychiatric nursing, Research helps the nurse 
io evaluate critically what she is doing with her patient and why she does 
1t. It makes her dissatisfied with her present knowledge and skills, and it 
Stimulates her to find new ways of working with patients. Research develops 


the nurse’s creative abilities. 

The nurse who is engaged in the 
and should record the results of her wo 
and if she feels that her experiences wou 
should publish her results. Sometimes a nurse 


direct care of psychiatric patients can 
tk, She should try to evaluate it, 
Jd be helpful to other nurses, she 
who becomes interested in 
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working out a problem in psychiatric nursing recognizes the nt = 
learning established research methods and techniques. This knowle: ahs 
be gained most conveniently in formal courses in research methods w i i 
are offered in most colleges and universities. Experience in the applicatio 

of research methods in a clinical setting can be acquired most readily oy 
participating as the nurse member of a team engaged in a Ss Ri 
search project [5]. Expertness in the practice of psychiatric nursing an bes 
professional maturity of the psychiatric nurse will be fully achieved whe 


the nurse is able to apply research techniques to validate and enrich her 
work [1, 4, 9]. 
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APPENDIX A 


The Nurse-Patient Relationship Study 


The purpose of this study is to describe the technique of nurse-patient 
relationship therapy as you experienced it with your patient. The descrip- 
tion should include how or why you came to work with this particular pa- 
tient; any personal reactions you had to overcome in working with the 
patient; the initial stage of the relationship; the progress of the relationship; 
cffective and ineffective approaches that you used; any outstanding inci- 
dents that occurred; what you considered the turning points, if any, in the 
relationship; how you terminated the relationship; and what plans you 
made for the future nursing care of the patient. 

Before you start to write your study, it is advisable to reread your daily 
notes on the patient several times and reflect on what happened in the 
course of the relationship. By so doing, you may see implications which did 
Not occur to you at the time. Describe what went on in the relationship as 
accurately as you can, including your own reflections and your own inter- 
Pretations of your behavior and feelings. Your discussion should also in- 
clude a brief description of your relationship to the patient's psychiatrist, 
your head nurse, other ward personnel and patients, and your own super- 
visor or instructor. 

Discuss briefly the factors that facilitated your work with your patient 
and those that made your work more difficult, What reading or other re- 
Source material proved helpful to you? What suggestions can you offer for 
Making the experiences of future students in nurse-patient relationship 
therapy more effective? 

The following study was writ 
edited only to remove identifying information. 


ten by a nursing student and has been 


SAMPLE NURSE-PATIENT RELATIONSHIP STUDY 


In the initial stage of my experience in nurse-patient relationship I felt 
Somewhat shy and reserved with the staff as well as with the patients. In 
a new situation I always proceed with caution and do not readily expose 
Myself. I was quite surprised when our head nurse asked me if I was aware 

303 


304 APPENDIX A 


that my reserved manner made other people uncomfortable. This was 
food for thought! Now I understand why I was given the nickname of “Miss 
Prim” during my nursing school days. 

For my first patient I selected a catatonic schizophrenic patient. This 
came about partly through the influence of our head nurse, who arranged 
the work assignments so that this patient and I spent considerable time to- 
gether. However, this assignment met with my entire approval because the 
patient’s need was acute, and I always respond readily to this type of pa- 
tient who calls forth my “mother” qualities. Lonely and troubled children 
come to eat cookies at my house and stay to talk out their problems. I 
saw this six-foot, thirty-year-old male as having characteristics of a lonely 
and frightened young child. This patient had withdrawn behind the bar- 
rier of an unsmiling face which wore a hurt look and a perplexed frown. 
My first tentative overtures were met with wariness and a shy smile. It was 
obvious that he was pleased with this special attention, yet he could not 
trust me. At the beginning of our relationship I explained to him my sit- 
uation here. He knew that I was a student and would be leaving at the end 
of the semester. As we gradually became acquainted we entered into a non- 
competitive play relationship which included such activities as tossing the 
medicine ball back and forth, playing Ping-pong without keeping score, 
and taking walks, He showed his preference for being alone with me rather 
than participating in any group activity. At the same time he was frequently 
concerned with the moral implications in our being together. For example 
he would make such comments as, “Maybe we shouldn’t be doing this,” 
“Maybe it isn’t right,” “I don’t know whether I ought to do that now Or 
not,” or “I suppose it would be all right.” I felt he wanted to use me as a 
mother figure but was reluctant to do so for some reason of his own. Upon 
several occasions he asked my age, and I wondered whether he wanted me 
to be older. One time when I asked him how old he wished me to be, he 
responded, “I don’t know. I guess everyone should just be their right age— 
as old as they are.” However, he assured me he did not want me any 
younger. He may have felt guilty or he may have felt safe about doing 
things with me because I was married, This seemed to be a testing period 
for both of us as the relationship developed. Based upon my studies, cen? 
ferences, and past experiences I was endeavoring to learn what approaches 
were most effective to use with him. By the end of the third week our re- 
lationship was comfortable enough for him to disagree with me. When I 
asked him if he had a good night, to which question he would usually give 
an affirmative answer no matter how he really felt, he responded, “No, not 
very.” He admitted he was disturbed by dreams but would say no more. 

A turning point in our relationship came a week later when this patient 
discovered he could assert himself without any unpleasant results. It came 
about in this way. We were playing Ping-pong when he suddenly caught the 
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ball in his hand, and frowning, said very emphatically, “That’s enough 
now.” I accepted this and thanked him for the game. His face relaxed, 
and with a beautiful smile he said, “I like that game very much.” Prior to 
this I had usually terminated our games, or if he wanted to he would cau- 
tiously question, “Is that enough now?” 

Another pivotal point came the following Monday when I inadvertently 
offended him. He was so spontancous and friendly when he told me about 
his week end that when he asked concerning mine, I told him about taking 
my niece to a movie. He made no response, but from his expression of dis- 
approval I knew I had committed an error. Because the schizophrenic pa- 
tient is generally a person who has experienced emotional deprivations in 
childhood, his basic security needs have not been met. Until these needs 
have been satisfied he is incapable of responding to the joys and sorrows 
of others, I realized that my patient was only interested in himself and 
resented the account of my activity with my niece when I was away from 
him. He then refused to accept the magazine which I had specially brought 
for him, and I felt annoyed with him. In retrospect I realize I wanted him 
to appreciate my bringing him the magazine, and I was disappointed when 
he rejected it. I was continually surprised at the way the most trivial ex- 
Pressions of behavior revealed his personality characteristics. At the begin- 
ning of the magazine episode I brought it to him with the remark, “This 
1s the one you wanted, isn’t it?” At the time I did not see this as exacting 
a price—fishing for verbal appreciation. The patient's mother had prob- 
ably exacted a price for everything she did for him all his life. Then when I 
Offered to bring him another one if he liked, I was again forcing him not 
Only to make a decision but to show me some appreciation for my action. 
In analyzing this situation I see that it was my own insecurity which caused 
mg to seek some indication of approval before I was willing to offer him 
this gift. It is not pleasant to discover that one’s gift has strings! In an ef- 
fort to uncover the origin of this I have found it helpful to check back into 
my early years to a period fraught with intense anxiety because of the 
shadow of almost continual criticism under which I lived. 

This same morning at breakfast my patient requested two eggs, toast, 
and coffee, Then as he watched me as I was engaged in conversation with 
another patient, he dropped the eggs on the table from a height of about 
Six inches. He picked up one at a time, allowing the yolk to drip slowly; 
then he put them in a dish and shoved them away. “I’m full,” he said. 

How about your eggs?” I asked. “I don’t want ’em,” he replied. He also 
Tefused his full cup of coffee in which he had put sugar and cream. Fol- 
lowing this acting out of his hostility his behavior became more purposeful, 
More definite, He made decisions concerning what he would and would 
not do. It was during this phase that he lay down on the floor in the hall 
One evening in what seemed like an aduit version of a child’s temper tan- 
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trum. From the doctor’s and my uncritical acceptance of his behavior he 
seemed to gain strength and reassurance sufficient to assume a more adult 
role. 

The following day an episode occurred which seemed to be another turn- 
ing point in our relationship. When I brought his ice cream and fruit juice 
he asked, “Did you want me to eat this?” When I told him yes, it would be 
good for him, he smiled and ate the ice cream while explaining that he 
really didn’t need it any more since he had regained his weight loss. When 
I suggested it would still be good to keep on with the juice daily, he agreed 
wholeheartedly. From this moment on our relationship seemed to progress 
rapidly along the lines that became more firmly established as a mother- 
and-child relationship. He began to make demands on me such as, “will 
you get my juice now?” “Could you sew the name tapes on today, please?’ 
and “My coat lining is ripped, will you fix it?” He also began to join more 
in group activities with other patients, as if, safe in this comfortable re- 
lationship, he was now free to go out and play with the “fellows.” It be- 
came a close, intimate relationship. Through the days that followed he 
spoke of the two of us as “we.” He planned things for “us,” though he ac- 
tually spent less time with me. He formed relationships with other patients 
and staff members—some joking and playful, some serious, and one con- 
cerned with working math problems with another patient. For me too, this 
was a comfortable phase of our relationship. I enjoyed the mother role. I 
had more time for staff members and for other patients. I began to analyze 
my feelings of discomfort around two other patients. With one I was able 
to work through this and we developed a reciprocal friendly relationship 
before I left. With the other I developed a certain degree of friendliness, 
but I continued to avoid him whenever he was in one of his frequent rages. 
I seemed to have a real dread of his particular kind of anger. In attempt- 
ing to understand this I looked back over my childhood and compared this 
patient’s anger with the livid rages of my grandfather. I avoided contact 
with him whenever I could, 

During this time my patient had never acce 
his interviews with his psychiatrist. The interv 
fair. He would make such comments as 
“He didn’t have much to say today.” 


pted any responsibility for 
iews were the doctor’s af- 
“The doctor did pretty good” or 


Finally his psychiatrist confronted the 
patient with his responsibility for making an effort to get well. After this 


his activity slowed down. He did some standing and staring. The staff felt 
he had “slipped,” but I saw his behavior in a different light. Though he 
was quieter, it seemed a more thoughtful quiet—a period of integration. 
perhaps, rather than blocking. Then his mother came to visit, and he lay 
all day on his bed with his thumbs in his cars, refusing to see her or talk 19 
her. I realize now that I was discouraged by this behavior. Why couldn't 
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he talk about his feelings where his mother was concerned? But I had to ac- 
cept the fact that he was incapable of verbalizing them and could only 
act out his feelings. The following day he was euphoric, laughing, talking, 
running up and down the halls, and becoming unusually active in games. 
His hyperactivity continued until 3 o’clock the next morning. 

By continuing to lie with his thumbs in his ears long after his mother 
had gone, the patient could “prove” to himself as well as the other people 
around him that there really wasn’t any connection between his unusual 
behavior and her visit. He behaved like a small boy who is caught in some 
act for which he feels guilty but who continues for a few more minutes 
just to show that he thought it was all right. Because the patient was unable 
to express all the accumulated energy aroused by his intense hostility to- 
ward his mother, some method for release of tension through bodily activ- 
ity was imperative. Thus I saw his hyperactivity the following day as a 
release of his suppressed aggression against his mother. 

Our relationship continued much as it had been for some weeks, at about 
the same level. I came to understand his needs and did my best to satisfy 
them, One day he confided to me some delusional material. Then the fol- 
lowing day he was cool and withdrawn, perhaps because he was sorry that 
he had told me about his psychotic ideas. I followed through, accepting 
his rejection and continuing to support him. When he could feel sure there 
was no rejection on my part he relaxed and became warm and friendly 
again, saying, “I feel as if a load has been lifted.” 

In attempting to analyze the interpersonal experiences between my 
patient and myself I realize that there were things that went on in this 
relationship which interfered with the psychotherapeutic process. In the 
early phase of our relationship I was the one who suggested an activity 
when a conversation or a silence became too anxiety-provoking for me. 
Sometimes I was so intent on the job to be done, such as making his bed, 
helping him to cooperate with various tests and procedures, getting him to 
cat a meal, that I did not give him an opportunity to verbalize his feelings. 
As I learned techniques of handling tense situations and periods of silence, 
my anxiety was dispelled and I was able to give more attention to the 
Patient. Instead of accepting his “No, I don’t want to talk” as final, many 
times I explained that I knew this was difficult but asked him to try. Occa- 
Sionally this brought forth a little further effort on his part. However, for 
the most part, he communicated with me indirectly on the level of symbolic 
behavior rather than talking to me directly about himself. I felt it was too 
Soon to expect this patient to talk about his deep underlying problems. He 
Needed to live for quite some period of time in a warm, permissive, com- 
fortable environment, cared for by the same psychiatrist and nursing staff. 


But the therapeutic needs of the patient did not coincide with the reality 
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situation of the hospital. I had to leave him at the end of the semester 
when my term of field work was completed, and his psychiatrist had to 
leave him a month later. 

As the time for termination of our relationship drew near, I told my pa- 
tient that I would have to leave shortly. I asked him what nurse he would 
prefer to work with him after I left. The first time that I spoke to him of 
this proposal he refused to accept it or discuss it. Since there was still plenty 
of time left I was not too concerned. Several days later I told him the date 
that I would be leaving and attempted to talk to him about plans for his 
future nursing care. He could not talk about this, but during the days that 
followed he acted out his feelings by becoming increasingly agitated. He 
did quite a bit of pacing to and fro by himself and avoided the patient 
group. I became increasingly perturbed, and then a week later I discovered 
an effective approach. I sat down beside him when he was lying on his bed. 
I told him that I was finding it difficult to express my feelings, that I would 
miss him, but that I felt our relationship had been good for both of us. He 
responded and expressed similar feelings. We compared this relationship 
with the one he had formed with his mother. He agreed that it was very 
different, Then I pointed out that a relationship with another nurse, while 
it would be different, could also be good. We then proceeded to discuss his 
future nursing plan, and we selected the nurse who would work with him. 

A few days later this nurse had to leave unexpectedly. This blow was 
too much for my patient. Being unable to verbalize his feelings, he could 
only act out. He became extremely negativistic, refusing food, medication, 
and activity. He either paced agitatedly in the corridor or lay on his bed. 
However, he still accepted from my hands his prune juice and an occa- 
sional glass of water. Then occurred an episode which I feel was the most 


—one which demonstrated the strength 
when he refused his medication and I 
angry and shouted at me, “Go away! I 
you are—God or somebody?” And he 
I thought. I was angry and scared, not 
w might do if sufficiently aroused. How- 
ing he took his medication and I walked 
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patient selected the nurse he wanted to work with him, and we discussed 
some plans for his future care. 

I was not surprised, however, when on my final day my patient remained 
in bed, saying he was too sick to get up. One successful experience could 
not change his life-long pattern of dealing with his feelings by acting them 
out. I left the ward hoping that the transition period would not be long and 
that he would soon find a good working relationship with another nurse. 

Throughout the semester I had frequent interviews with the patient’s 
psychiatrist. We reported to each other regularly any interesting or unusual 
developments pertaining to the patient. This same close working arrange- 
ment prevailed throughout the ward. Ward conference, treatment reviews, 
and the daily team meetings kept everyone informed concerning all the 
patients, My relationship with the head nurse was courteous and formal 
until after we came to know each other, when it developed into a warm, 
friendly one which meant a great deal to me. Her sincere interest in and 
respect for the patients were reflected by the entire staff. Working with her 
was an education and a joy. I also utilized other hospital personnel as re- 
source persons, including the assistant head nurse, ward psychiatrists, social 
workers, occupational therapists, the dietitian, and the psychologist. All 
were easily accessible and always willing to talk and answer questions. 
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American Psychiatric Association 


Classification of Psychiatric Disorders 


DISORDERS CAUSED BY OR ASSOCIATED WITH IMPAIRMENT OF 
BRAIN TISSUE FUNCTION 


1 Acute Brain Disorders 


DISORDERS DUE To OR ASSOCIATED WITH INFECTION 
Acute brain syndrome associated with intracranial infection 
Acute brain syndrome associated with systemic infection 

DISORDERS DUE TO OR ASSOCIATED WITH INTOXICATION 
Acute brain syndrome, drug or poison intoxication 
Acute brain syndrome, alcohol intoxication 

Acute hallucinosis 
Delirium tremens 

DISORDERS DUE TO OR ASSOCIATED WITH TRAUMA 
Acute brain syndrome associated with trauma 

DISORDERS DUE TO OR ASSOCIATED WITH CIRCULATORY 

DISTURBANCE 
Acute brain syndrome associated with circul 

DISORDERS DUE TO OR ASSOCIATED WITH Dis 


VATION OF PSYCHIC CONTROL 
Acute brai 


atory disturbance 


OLISM, GROWTH, OR NUTRITION 
Acute brain syndrome with metabolic disturbance 
DISORDERS DUE TO OR ASSOCIATED WITH New GRrowTH 
Acute brain syndrome associated with intracranial neoplasm 
DISORDERS DUE TO UNKNOWN OR UNCERTAIN CAUSE 
Acute brain syndrome with dise 
DISORDERS DUE To U 
FUNCTIONAL REACTION ALONE MANIFEST 
Acute brain syndrome of unknown cause 
310 


TURBANCE OF INNER- 


ase of unknown or uncertain cause 
NKNOWN OR UNCERTAIN CAUSE WITH THE 
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2 Chronic Brain Disorders 


DISORDERS DUE TO PRENATAL (CONSTITUTIONAL) INFLUENCE 
Chronic brain syndrome associated with congenital cranial anom- 
aly 

Chronic brain syndrome associated with congenital spastic para- 

plegia 

Chronic brain syndrome associated with mongolism 

Chronic brain syndrome due to prenatal maternal infectious dis- 


eases 
DISORDERS DUE TO OR ASSOCIATED WITH INFECTION 
Chronic brain syndrome associated with central nervous system 
syphilis 
Meningoencephalitic 
Meningovascular 
Other central nervous system syphilis 
Chronic brain syndrome associated with intracranial 


other than syphilis 
DISORDERS ASSOCIATED WITH INTOXICATION 
Chronic brain syndrome associated with intoxication 
Chronic brain syndrome, drug or poison intoxication 
Chronic brain syndrome, alcohol intoxication 
DISORDERS ASSOCIATED WITH TRAUMA 
Chronic brain syndrome associated with birth trauma 
Chronic brain syndrome associated with brain trauma 
Chronic brain syndrome, brain trauma, gross force 
Chronic brain syndrome following brain operation 
Chronic brain syndrome following electrical brain trauma 
Chronic brain syndrome following irradiational brain trauma 
DISORDERS ASSOCIATED WITH CIRCULATORY DISTURBANCES 
Chronic brain syndrome associated with cerebral arteriosclerosis 
Chronic brain syndrome associated with circulatory disturbance 
other than cerebral arteriosclerosis 
DISORDERS ASSOCIATED WITH DISTURBANCE 
OF PsycHic CONTROL 
Chronic brain syndrome 
DISORDERS ASSOCIATED WITH 


GROWTH, OR NUTRITION 
Chronic brain syndrome associated with senile brain disease 


Chronic brain syndrome associated with other disturbance of 
metabolism, growth, or nutrition (includes presenile, glandular, 


pellagra, familial amaurosis ) 


infection 


S OF INNERVATION OR 


associated with convulsive disorder 
DISTURBANCE OF METABOLISM, 
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DISORDERS ASSOCIATED WITH NEW GROWTH 
Chronic brain syndrome associated with intracranial neoplasm 
DISORDERS ASSOCIATED WITH UNKNOWN OR UNCERTAIN CAUSE 
Chronic brain syndrome associated with diseases of unknown or 
uncertain cause (includes multiple sclerosis, Huntington’s chorea, 
Pick’s disease, and other familial or hereditary diseases) 


DISORDERS DUE TO UNKNOWN oR UNCERTAIN CAUSE WITH THE 
FUNCTIONAL REACTION ALONE MANIFEST 


Chronic brain syndrome of unknown cause 
MENTAL DEFICIENCY 


DISORDERS DUE TO UNKNOWN oR UNCERTAIN CAUSE WITH THE 


FUNCTIONAL REACTION ALONE MANIFEST; HEREDITARY AND FA- 
MILIAL DISEASES OF THIS NATURE 


Mental deficiency (familial or hereditary) 
Mild 
Moderate 
Severe 
DISORDERS DUE TO UNDETERMINED CAUSE 
Mental deficiency, idiopathic 
Mild 
Moderate 
Severe 


DISORDERS OF PSYCHOGENIC ORIGIN OR WITHOUT DEFINED 
PHYSICAL CAUSE OR STRUCTURAL CHANGE IN THE BRAIN 


1 Psychotic Disorders 
DISORDERS DUE TO DISTURBANCE OF METABOLISM, GRowTH, NU- 
TRITION, OR ENDOCRINE FUNCTION 
Involutional psychotic reaction 
DISORDERS oF PSYCHOGENIC 
FINED TANGIBLE CAUSE oj 
Affective reactions 
Manic depressive reaction, manic type 
Manic depressive reaction, depressive type 
Manic depressive reaction, other 
Psychotic depressive r 
Schizophrenic reactions 
Schizophrenic reaction, simple type 
Schizophrenic reaction, hebephrenic type 
Schizophrenic reaction, catatonic type 
Schizophrenic reaction, paranoid type 


ORIGIN OR WITHOUT CLEARLY DE- 
R STRUCTURAL CHANGE 


eaction 
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Schizophrenic reaction, acute undifferentiated type 
Schizophrenic reaction, chronic undifferentiated type 
Schizophrenic reaction, schizoaffective type 
Schizophrenic reaction, childhood type 
Schizophrenic reaction, residual type 
Paranoid reactions 
Paranoia 
Paranoid state 
Psychotic reaction without clearly defined structural change, other 
than above 


2 Psychophysiologic Autonomic and Visceral Disorders 


DisorpERS DUE TO DISTURBANCE OF INNERVATION OR OF PSYCHIC 
CONTROL 
Psychophysiologic skin reaction 
Psychophysiologic musculoskeletal reaction 
Psychophysiologic respiratory reaction 
Psychophysiologic cardiovascular reaction 
Psychophysiologic hemic and lymphatic reaction 
Psychophysiologic gastrointestinal reaction 
Psychophysiologic genitourinary reaction 
Psychophysiologic endocrine reaction 
Psychophysiologic nervous system reaction 
Psychophysiologic reaction of organs of special sense 


3 Psychoneurotic Disorders 
1c ORIGIN OR WITHOUT CLEARLY DE- 


DISORDERS OF PSYCHOGEN 
STRUCTURAL CHANGE 


FINED TANGIBLE CAUSE OR. 
Psychoneurotic reactions 

Anxiety reaction 
Dissociative reaction 
Conversion reaction 
Phobic reaction 
Obsessive compulsive reaction 
Depressive reaction 
Psychoneurotic reaction, other 


4 Personality Disorders 
SYCHOGENIC ORIGIN OR WITHOUT CLEARLY DE- 


DISORDERS OF P 
RAL CHANGE 


FINED TANGIBLE CAUSE OR STRUCTU 
Personality pattern disturbance 
Inadequate personality 
Schizoid personality 
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Cyclothymic personality 
Paranoid personality 
Personality trait disturbance 
Emotionally unstable personality 
Passive-aggressive personality 
Compulsive personality 
Personality trait disturbance, other 
Sociopathic personality disturbance 

Antisocial reaction 
Dyssocial reaction 
Sexual deviation 
Addiction 

Alcoholism 

Drug addiction 
Special symptom reactions 

Learning disturbance 

Speech disturbance 

Enuresis 

Somnambulism 

Other 


5 Transient Situational Personality Disorders 
TRANSIENT SITUATIONAL PERSONALITY DISTURBANCE 

Gross stress reaction 
Adult situational reaction 
Adjustment reaction of infancy 
Adjustment reaction of childhood 

Habit disturbance 

Conduct disturbance 

Neurotic traits 
Adjustment reaction of adolescence 
Adjustment reaction of late life 


VISUAL AIDS 


The films listed below and on the following pages can be used to visualize 
and dramatize various concepts presented in this book. Both motion pic- 
tures and filmstrips are included in the following bibliography, the character 
of each being identified by the self-explanatory abbreviations “MP” and 
“FS.” Immediately following such identification is the name of the primary 
distributor, the year of production, and the length. Abbreviations used for 
these names are identified in the list of sources at the end of the bibliog- 
raphy. Unless otherwise indicated, the motion pictures are 16mm sound 
black-and-white and the filmstrips are 35mm black-and-white and silent. 
The length of motion pictures is given in minutes (min), that of film- 
Strips in frames (fr). 

In many instances, the films can be borrowed or rented from local or 
state 16mm film libraries. A nationwide list of these sources is given in 
A Directory of 3,300 16mm Film Libraries, available for 70 cents from 
the Superintendent of Documents, Government Printing Office, Washing- 
ton 25. 

_ This bibliography is a selective one; readers interested in locating addi- 
tional films should consult the following references: 

Educational Film Guide. H. W. Wilson Co., New York. 

Mental Health Motion Pictures. National Institute of Mental Health, 

Bethesda, Md. 

Psychological Cinema Register. Pennsylvania State University, Univer- 

sity Park, Pa. 

Films in Psychiatry, Psychology, and Me 

Council, New York. 


PART ONE. UNDERSTANDING THE PATIENT 


MP-FS series, McGraw, 1953-1957). Eight 
elated with Dr. Elizabeth 
g the activities, interests, 
nd running times of the 


ntal Health. Health Education 


Adolescent Development ( 
Motion pictures and five follow-up filmstrips corr 
Hurlock’s Adolescent Development and portrayin 
and problems of teen-age boys and girls. Titles a 
films are: 

Age of Turmoil (20 min) 


Discipline during Adolescence (16 min) 
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Emotional Maturity (20 min) 

The Meaning of Adolescence (16 min) 

Meeting the Needs of Adolescents (19 min) 

Physical Aspects of Puberty (19 min) 

Social Acceptability (20 min) 

Social-Sex Attitudes in Adolescence (22 min) 

Ages and Stages (MP series, McGraw, 1951-1957). Six motion pictures 
portraying typical behavior patterns of children. The first film surveys the 
important developments during the first 15 years, and the other films focus 
upon particular ages and stages. Titles and running times of the films are: 

He Acts His Age (13 min color or b&w) 

The Terrible Twos and Trusting Threes (20 min color or b&w) 

The Frustrating Fours and Fascinating Fives (22 min color or b&w) 

From Sociable Six to Noisy Nine (22 min color or b&w) 

From Ten to Twelve (26 min color or b&w) 

The Teens (26 min color or b&w) 


Anger at Work (MP, IFB, 1956, 21 min). Explains one of the mental 


mechanisms of man’s personality, his displacement of anger onto other 

men, and how this impairs his efficiency in everyday living. Shows tech- 

niques people have developed for handling such overwhelming feelings as 

anger, resentment, and frustration, 

Biography of the Unborn (MP, EBF, 1956, 16 min). Gives, through the 

d animated drawings, a simple and understand- 

e the mother’s womb. JAMA comments, “Most 
ge hygiene classes,” 

P series, McGraw, 1950 and 1956). Nine films 

ems in human development. Titles and running 


useful for showing to colle 
Child Development (M 

picturing stages and probl 

times of the films are: 
Child Care and Development (17 min) 
Children’s Emotions (22 min) 
Children’s Fantasies (21 min) 
Children’s Play (27 min) 


Heredity and Prenatal Development (21 min) 


(17 min) 
nality (22 min) 
ts (11 min) 


by the American Association of Medical Colleges. 
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mission of hereditary factors responsible for inherited characters in animals. 
Describes character dominance by portraying the results of mating guinea 
pigs of one-unit and then of two-unit characters. 

Heredity and Family Environment (MP, McGraw, 1954, 9 min). Por- 
trays by pictorial examples and explains through psychological interpreta- 
tions the meanings of heredity and environment and their relationship. 

The Menopause: Its Significance and Management (MP, Schering, 1953, 
23 min color). Discusses symptomatology of the syndrome in terms of 
physiologic changes which occur and describes treatment indicated in var- 
ious clinical cases. Made by W. E. Brown, M.D., for professional audi- 
ences. 

Personality and Emotions (MP, EBF, 1955, 13 min). Illustrates be- 
havioral expressions of emotions and explains their relationship to indi- 
vidual personalities. 

Shades of Gray (MP, USA, 1948, 66 min). Portrays through dramatized 
situations and case histories various mental disorders experienced by sol- 
diers during training and combat, ranging from mild anxiety states to severe 
depressive reactions and paranoid psychoses; traces the life patterns of 
each affected soldier and relates his early familial and environmental ex- 
periences to the circumstances which precipitate his mental breakdown; 
demonstrates methods of psychotherapy, including emotional catharsis, 
Narcoanalysis, hypnotic suggestions, and group therapy; and points out 
that in mental health, no one is either “black” or “white”; everyone is a 
“shade of gray.” 

Unity of Personality (MP, PCR, 1946, 18 min silent). Demonstrates 
Similarities of expressive behavior characteristics of five individuals with 
very different personalities. The behavior patterns shown include gestures, 
facial movements, handwriting, handling objects, athletic activities, and 


walking gaits. 
PART TWO. WHAT CAN BE DONE FOR THE PATIENT 


Activity for Schizophrenia (MP, USVA, 1950, 25 min). Shows how 
therapists under the guidance of psychiatrists establish interpersonal rela- 
tionships through intensified physical activities and motivate patients from 
lower levels of activity to more socialized activities. l 

Back to Life (MP, MHMC, 1954, 30 min). The story of an industrial 
worker’s return to his job after treatment in a mental hospital is used to 
show how his rehabilitation is effected through psychotherapy. 

A Case of Aphasia (MP, PCR, 1939, 15 min). Psychiatric examination 
of a 53-year-old male nurse who has suffered a hemiplegia and aphasia. 
Film shows general narrowing of mental activity, specific difficulties in find- 
ing words, and moderate disturbances in comprehension. 
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Effect of Electroconvulsive Shock (ECS) on “Conditional E ni! : 
(MP, PCR, 1953, 14 min silent color). Two demonstration experime: 
showing the effects of ECS upon the behavior of white rats. — 

Hydrotherapy Procedures for Neuropsychiatric Patients (MP, j Ps 
1949, 22 min). Describes hydrotherapy procedures for sedation and eer 
lation and emphasizes the importance of care in handling patients he 7 
mental illness and of good relationships between the patient and the phys 

herapist. 
pm to Reality (MP, USA, 1950, 30 min). Portrays through grama 
tized sequences six patients with typical psychotic reactions entering a hos 


pital; reviews the case histories and outlines appropriate occupational ther- 
apy for each patient. 


Mental Hospital (MP, IFB, 1953 
treatment received by a mental p 
the hospital until he is dischar 
ment of Health. 

Mental Mechanisms (MP series, McGraw, 1947-1954). Six films por- 
traying case studies of adults with mental illnesses 
of these illnesses, by means of dramatized flashb 
childhood and youth. Produced by the Nationa 


use in group therapy under psychiatric leadersh 
of the films are: 


Breakdown (40 min) 

Feeling of Hostility (27 min) 

Feeling of Rejection (23 min) 

Feelings of Depression (30 min) 

Overdependency (32 min) 

To Serve the Mind (25 min) 

Mental Symptoms (MP series, 
major psychotic states. JAMA con 


tion in psychiatric syndromes and 
Schizophrenia: Sim 


» 20 min). Day-to-day story of the 
atient from the time of his admission to 
ged. Sponsored by Oklahoma State Depart- 


and tracing the causes 
acks, to experiences in their 
l Film Board of Canada for 
ip. Titles and running times 


McGraw, 1952), Nine films illustrating 
nments, “Useful in any course of instruc- 


Psychopathology in a mental hospital.” 
ple Type Deteriorated (11 min) 
Schizophrenia: Catatonic Type (12 min) 


Schizophrenia: Hebephrenic Type (13 min) 

Paranoid Conditions (13 min) 

Organic Reaction Type: Senile (10 min) 

Depressive States: | (12 min) 

Depressive States: 2 (11 min) 

Manic State (15 min) 

Folie à Deux (15 min) 

Mind and Medicine (MP, AMA, 19 
gram originally produced for closed-cir 
lems of mental illness and the latest 


55, 46 min). Kinescope of a 
cuit television explaining the pre 5 
techniques being used, including 
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report on the “open ward” system and “therapeutic communities” in Bel- 
gium and England. Produced by Smith, Kline, & French in cooperation 
with the American Psychiatric Association and the American Medical As- 
sociation. 

The Nation’s Mental Health (MP, McGraw, 1951, 18 min). Overview of 
the facilities for training psychiatric personnel, the various methods of 
therapy for psychiatric patients, and the work of the National Association 


for Mental Health. 
A Positive Approach to the Psychiatric Patient (MP, USVA, 1955, 30 


min). Shows the treatment in Veterans Administration hospitals for psy- 
chiatric patients who have emerged from acute episodes of mental illness 
but who are not yet well enough to leave the hospital. Uses a hospital ward 
unit as the focal setting and stresses the roles of the nurse, aide, and physi- 
cian, 

Psychotherapeutic Interviewing (MP, USVA, 1950, 11 min). Presents 
the basic principles of the doctor-patient relationship and the structure and 
goals of the psychotherapeutic interview. 

Transorbital Lobotomy. Part 2: Clinical Study of a Catatonic (MP, 
PCR, 1950, 9 min color). Documentary of a 19-year-old male catatonic 
before and after treatment by transorbital lobotomy and insulin shock. 


PART THREE. HOW THE PSYCHIATRIC NURSE WORKS 


Man to Man (MP, MHMC, 1954, 30 min). Story of a male psychiatric 
aide who takes a temporary job in a state hospital and decides to stay per- 
Manently in this kind of work. Shows the nature of the hospital work and 
the satisfaction of bringing mentally ill patients back to health. 

Nurse’s Day with the Mentally Ill (MP, PCR, 1954, 22 min color or 
b&w). Shows typical activities of a student nurse in a modern psychiatric 
hospital. Includes many spontaneous examples of the behavior of the men- 


tally ill. Showings restricted to professional audiences. 
Psychiatric Nursing: The Nurse-Patient Relationship (MP, ANA-NLN, 


SKF, 1958, 33 min). This film emphasizes the therapeutic nurse-patient 
relationship in the care of the mentally ill and seeks to convey basic prin- 
ciples in psychiatric nursing. ; 

Working and Playing to Health (MP, MHMC, 1954, 35 min). Shows 
the programs of recreational, occupational, and industrial therapy for the 
patients of a mental hospital. Explains how and why these techniques are 


used, 
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AMA—American Medical Association, 535 N. Dearborn St., Chicago. 

ANA-NLN—Amrerican Nurses Association-National League for Nursing, 
Film Library, 267 W. 25 St., New York 1. 

EBF—Encyclopaedia Britannica Films, Inc., 1150 Wilmette Ave., Wil- 
mette, Ill. 

IFB—International Film Bureau, 57 E. Jackson Blvd., Chicago 4. 

McGraw—McGraw-Hill Book Company, Inc., Text-Film Dept., 330 W. 
42 St., New York 36. 


MHĦHMC—Mental Health Materials Center, Inc., 1790 Broadway, New 
York 19. 


PCR—Psychological Cinema Register, Pennsylvania State University, Uni- 
versity Park, Pa. 

Schering—Schering Corp., 2 Broad St., Bloomfield, N.J. 

USA—USS. Department of the Army, Washington 25. 


USVA—USS. Veterans Administration, Central Film Library, Washington 
25. 
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as language of the unconscious, 17 
In psychoanalysis, 180 
Dussik, Theo, 159 
Dysmenorrhea, 92, 254 


Early ambulation, psychological signifi- 
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psychosexual development of, 63 
tomboy type, 84 

“Good mother,” 57, 133 

Greenacre, Phyllis, 27, 30, 34 

Greenhill, Maurice, 190 

Gregg, Dorothy, 178, 190 

Grinker, Roy R., 83 

“Gripe sessions,” 219 

Group nursing, 220-222 

Group psychotherapy, 220-230 
(See also Group therapy) 

Group therapy, 214-230 
with choice of patients, 216 
criteria for, 215 
indications for, 214 
kinds of, 220 
methods applicable to nursing, 216- 

230 

nurse’s fears about, 217 
personality of nurse in, 216 
preparation of nurse for, 217 
starting, 218 
supervision of, 220 

Growth and development of personality 

(see Personality) 


INDEX 


Halfway houses, 244-245 
Hallucinations, 136, 142, 283 
Head nurse, 266 
in nurse-patient relationship, 196 
Heredity, 11, 13, 21 
biological inheritance, 11 
physical, 21 
psychological inheritance, 13, 21 
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incidence in, 144 
personality in, 143 
Mental dynamics, 125 
(See also Mental mechanisms) 
Mental illness, etiology of, 12 
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assignment of nurse to patient in, 199 
case study of, 303-309 
common behavior patterns seen in, 
199 
establishing rapport in, 200-203 
Patients suitable for, 197-198 
Preparation of staff for, 194-195 
recording in, 203-204 


INDEX 


Nurse-patient relationship therapy, re- 
porting in, 204 
role in, of head nurse, 196 
of psychiatrist, 195-196 
of supervisor, 196-197 
supervision in, 195 
termination of relationship in, 209-212 
use of method by various members of 
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